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The effective 
triple 
sulfonamide 


that eases 

your mind 

about possible 

toxic effects 
Pansulfa offers you the most reliable safeguards i 
against crystalluria and renal damage. This a 
effective triple sulfonamide contains sulfacetamide 4 


—the least toxic sulfonamide studied.” Your pre- 
scription for Pansulfa offers 
1 The established antibacterial power of three sulfas. 
2 less danger of crystalluria or renal damage. 


3 Uniform dosage—the thixotropic gel of the suspension 
assures even dispersion. Also available in palatable 
tablets. 


Pleasant tasting 


SULFACETAMIDE 


SULFADIAZINE 
SULFAMERAZINE 


Each teaspoonful or tablet contains 0.5 Gm. (7% 
grs.) of the rapidly soluble sulfonamides 1:1:1 


*see Lehr, D: Federation Proc. 8:315 (1949) “PANSULFA” trade-mark 
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BROMIDE 
Brand of Methantheline Bromide 


Before Banthine 


—the neurogenic approach to peptic ulcer 
therapy—is a true anticholinergic agent. 
Through its inhibitory action on the 
nervous mechanism, Banthine reduces the 


vagotonia characteristic of peptic ulcer 


patients—the result is a consistent decrease 


in hypermotility and, in most instances, 


hyperacidity. 


SUGGESTED DOSAGE: 
One or two tablets (50 or 100 mg.) 


every six hours. 


* Banthine is the trademark of G. D. Searle & Co., 
Chicago 80, Illinois. 
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dual control... 


of colds... 
sinusitis...allergic rhinitis... 


For a twofold attack on congestion and 
hypersecretion associated with all forms of rhinitis 
and sinusitis, the time-tested Neo-Synephrine 

has been combined with the highly 

effective antihistaminic Thenfadil. 


decongestant antihistaminic 


neo- synephrine: thenfadif nasa. 


well tolerated... potent 


ho drowsiness 
Neo-Synephrine Thenfadil 


solution contains 0.25 per cent 
Neo-Synephrine hydrochloride 
and 0.1 per cent Thenfadil 


b hydrochloride in an isotonic 
AF BN buffered aqueous vehicle. 
%, Supplied in bottles of 30 cc. 


(1 fl. oz.) with dropper. 


18, N. Sa Wensoe, Ont Neo-Synephrine and Thenfadil, 


trademarks reg. U. S. & Canada 
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Diverticulosis and Diverticulitis of the Colon 


The differences between diverticulosis and diverticulitis; the symptoms, 
examination, differential diagnosis, and treatment for the two con- 


ditions. 


of x-ray in diagnosis. 


Hemolytic Ictero Anemia... . . 


The sympt and diagnosis of ital hemolytic anemia and a 
discussion of the results of splenectomy, with an illustrative case. 


The Child Who Wets the Bed 


+ » J. VERNON BRAITHWAITE, M.D. 


W. F. BENSON, M.D. 


The psychologic, tomic, and physiologic causes of enuresis, includ- 
ing a personal investigation with the factors noted in examination, 
and the most successful methods of treatment 


Prescription Writing for Skin Ailments 


+ HERMAN GOODMAN, M.D. 


Giving formulas for prescriptions for scabies, pediculosis, impetigo 
contagiosa, pityriasis rosea, pruritis, and urticaria. 


Intervertebral Disc Syndrome . . CHARLES ROMBOLD, M.D. 


A graphic chart on intervertebral disc changes is presented as a 


guide in the diagnosis and treatment of low back pain resulting from 
this syndrome. 


Practical Therapeutics—Diabetic Coma 
; . . GARFIELD G. DUNCAN, M.D. 


The nature, di 


gnosis, and tr t of diabetic coma with a dis- 
cussion of insulin therapy and of the variations encountered during 
acute complications. 
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Secretary's Newsletter. .......... . Opposite page 
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The Fight Against Tuberculosis . J. ARTHUR MYERS, M.D. 


A discussion of the tuberculin test and what should be done with re- 
actors and non-reactors; of mass x-ray surveys and the limitations 
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CLEAR DESCRIPTIVE TEXT 
ESPECIALLY PREPARED ILLUSTRATIONS 
MEDICALLY ACCURATE DIRECTIONS 
Ont 
WHAT TO DO—HOW TO DO IT—WHAT NOT TO DO 


with separate dections 


EMERGENCY CARE OF ATOMIC AND 


For The Use of 
PHYSICIANS e MEDICAL STUDENTS e INDUSTRIAL SURGEONS 
MEDICAL PERSONNEL OF ALL ARMED SERVICES 
GRADUATE NURSES e STUDENT NURSES ¢ PUBLIC HEALTH NURSES 
RESCUE SQUAD PERSONNEL 
CIVIL DEFENSE ORGANIZATION TRAINEES 
POLICE AND FIRE DEPARTMENT FIRST AID SQUADS 


February 1951 © 4th Edition © 196 Illustrations © 448 pages © $4.00 Postpaid 


Order Through Booksellers or 


APPLETON-CENTURY-CROFTS, Inc. 


35 West 32nd Street, New York 1, N. Y. 
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O cTin - for Relief of Smooth Muscle Spasm 


Octin is an antispasmodic with both neuro- 
tropic and musculotropic action indicated for 
the treatment of smooth muscle spasm, par- 
ticularly in spastic conditions of the genito- 
urinary and gastrointestinal tracts. It acts 
promptly and the relaxation usually lasts three 
to five hours. 


DOSE: Orally, one tablet (2 grains Octin mucate) 
every three to five hours. 


Intramuscularly, % to | cc. (I cc. ampule, 
0.1 Gm., Octin HCI.) every three to 


four hours. 


ine, Trade Mark Bilhuber. 


cee china 
he 
Octin, methylisooctenylam 
r Bilhuber-Knoll Corp. Orange, N. J. 
2 iinuber-Kno Orp. Orange, N. J. 


How easy it is to overlook this simple 
fact, that Pet Milk #s milk... good milk to 
drink .. . and its usefulness extends far 
beyond bottle-feeding days. 


Physicians think of Pet Milk first in terms 
of infant feeding. Its broad background 
of clinical trial, together with each 
doctor’s successful use of Pet Milk in 
both difficult and normal feeding cases, 
has built this lasting recognition. 


Yet in ever growing numbers children 
who have thrived during infancy on 

Pet Evaporated Milk continue to drink this 
good whole milk after weaning. The 
same qualities recommend it . . . its 
unfailing sterility, its soft, readily digested 
curd, its economy as compared to other 
forms of milk. Pet Milk, diluted half 

and half with water, is complete in all the 
food values of rich whole milk. 


Of special importance, too, is the 
fortification of Pet Milk with pure 
crystalline vitamin D in the approved 
amount, which provides automatically 
during growing years the needed 
amount of this sunshine vitamin for 
optimal growth and dentition long after 
cod-liver oil days are past. 


So when mothers ask the common 
question, ‘““When do I change my baby to 
regular milk?,” the wisest answer is 

“Pet Milk zs milk. There is no better — no 
more wholesome kind of milk for your 
child through all his growing years.” 


PET MILK COMPANY 


1485-D Arcade Building, 
St. Louis 1, Missouri 
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MEMO FROM 


THE MANAGING PUBLISHER 


“Dr. KENNETH ALBRECHT was one of those rare char- 
acters endowed with unusual attributes which only the 
accident of birth and a strange environment can explain.” 
This was the statement of Dr. Martin E. Rehfuss, his 
close friend and mentor, when we wrote that we planned 
to pay a brief tribute to GP’s first medical editor in this 
anniversary issue. 

In its first year of life, GP has enjoyed plaudits almost 
sufficient to turn a youngster’s head. We know there re- 
mains enormous room for improvement. The high goals 
we have set for ourselves demand constant endeavor. But, 
we are proud of the complimentary reception accorded 
our new publication. 

We should be remiss if we failed to recall that much 
of GP’s success stems from the planning and tireless effort 
of Dr. F. Kenneth Albrecht. It is one of the cruelties of 
fate that he died just before the first issue was published 
a year ago. 

Dr. Martin E. Rehfuss, a member of GP’s Editorial Ad- 
visory Board and Professor of Clinical Medicine at Jef- 
ferson Medical College, was perhaps Kenneth Albrecht’s 
closest friend. These are excerpts from the poignantly sin- 
cere letter we received from Dr. Rehfuss in response to 
our request for some personal information about this re- 
markable young physician-author who died in his forty- 
first year: 

“Endowed with singular vision and foresight, and an 
inexhaustible amount of energy, he was literally a human 
dynamo. His coverage of medical literature was one of 
the best I ever encountered. His intellectual honesty was 
beyond question. 

“He was not in the habit of overlooking faults in him- 
self and others. He had rare perspicacity in detecting flaws 
in medical articles and concentrating the essence of any 
contribution. There was a strange blend of humility and 
tolerance on the one hand and on the other an almost 
arrogant intolerance to those practices which he consid- 
ered obsolete. I never saw him tired or his mind at rest. 

“He believed that the greatest work any man could do 
would be to improve the lot of the general practitioner. 
Perhaps more than anyone I knew, he believed that the 
future of medicine was wrapped up in the enlightenment 
of doctors all over the world who carried on such work. 
Almost everything he did was directed to that purpose. 

“The field of medical education and especially that per- 
taining to the general practitioner found in Kenneth 
Albrecht a dauntless and courageous champion. He wanted 
more than anything else in the world to spread the gospel 
of modern scientific medicine where it would do the most 


good—to the general practitioner.” —M.F.C, 
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appetite 
must be controlled 


“The greatest problem in preventive medicine in the United States 
today is obesity.”! And today it is well-known that 

“The only way to counteract obesity...is by a restriction of food intake.”? 
‘Dexedrine’ Sulfate controls appetite, making it easy for the patient 
to avoid overeating and thus to lose weight safely without the 

use (and risk) of such potentially dangerous drugs as thyroid. 

In weight reduction ‘Dexedrine’ “is the drug of choice because of its 
effectiveness and the low incidence of undesirable side effects.” 

Smith, Kline & French Laboratories * Philadelphia 


Dexedrine Sulfate sites: 


The most effective drug for control of appetite in weight reduction 


*T.M. Reg. U.S. Pat. Off. 


1. Walker, W.J.: Obesity as a Problem in Preventive Medicine, U.S. Armed Forces M.J. 1:393, 1950. 
2. John, H.J.: Dietary Invalidism, Ann. Int. Med. 32:595, 1950. 
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San Francisco 
Assembly Great 


Harmony Prevails in 
Election of Officers 


> The Third Annual Scientific Assembly outstripped, in many 
ways, its two predecessors. In quality of program and sus- 
tained interest of audience, the San Francisco meeting 
definitely set new records. 


of the Assembly, and if some of the events are mentioned again 
in this Newsletter, it is because they stand out in such sharp 
focus in your Executive Secretary's mind. For example, it is 
impossible to omit re-mention of the magnificent job done by 
Dr. Ivan C. Heron, Chairman, Dr. Francis T. Hodges, Vice-Chair- 
man, and the various functioning groups of their Local Ar- 
rangements Committee. It was evident from the first day that 
general practitioners of the San Francisco area were determined 
to make this meeting an outstanding success. Thanks to their 
hard work, efficient co-ordination and sincere enthusiasm, it 
achieved the goals they set for it. 


Much praise is also due to Dr. Tom Rardin, Executive Chairman, 


and the other members of the Program Committee. Not only did 
they create anew style of program which we predict will in- 
fluence future program planning among many medical organiza- 
tions—they did an equally amazing job of handling the program 
portion of each session with smoothness and dispatch. 


from its inception have watched for the emergence of regional 
blocs and special-interest cliques that would turn its business 
procedures into an arena of political bickering. Those indi- 
viduals must have found little encouragement in the Tuesday 
evening election of officers. In the few instances in which the 
selections of the Nominating Committee were contested, it was 
obviously through a genuine desire to find the best possible 

man for the particular position. The only "special interest" 
evidenced was a sincere interest in the future of the Academy as 
a whole. 


Speaker of the Congress had made a deep impression on the members. 
It was a heart-warming demonstration. 


The other officers elected match this pattern of ability and 
devoted service. Dr. Fred A. Humphrey of Fort Collins, Colo- 
rado, was selected as vice-president. New members of the Board 


7 - Elsewhere in this issue of GP you will find a detailed report 
| 
pee » Election of officers sounded a reassuring note of harmony and 
a co-operation. There have been those, outside the Academy, who 
ae When the Committee announced the name of Dr. R. B. Robins as 
* ee president-elect, to succeed president J. P. sanders in 1952, the } 
Se Congress of Delegates was immediate and unanimous in its ap- 
ply. gs proval of the choice—ample evidence that Dr. "Robbie's" devo- 
ye tion to the best interests of the Academy during two terms as 


Congress Still Busy 
with Medical Bills 


of Directors are Dr. John R. Bender of Winston-Salem, North 
Carolina; Dr. John R. Fowler of Barre, Massachusetts; and 

Dr. Murland F. Rigby of Rexburg, Idaho. Dr. J. S. DeTar of 
Milan, Michigan, who had been elected vice=-speaker pro-tem 
at the opening business session of the Congress of Dele- 
gates, was chosen to succeed Dr. Robins as Speaker for 1951, 
Dr. Norman R. Booher of Indianapolis, Indiana, becoming vice- 
speaker. At the first meeting of the Board of Directors, fol- 
lowing the final Thursday morning lecture session, Dr. W. B. 
Hildebrand of Menasha, Wisconsin, was selected as Chairman and 
Dr. U. R. Bryner of Salt Lake City, Utah, was re-elected 
Treasurer. 


Also noteworthy was the election to honorary membership of 
Dr. Fré Franklin D. Murphy, D Dean of Kansas University School of 
Medicine, for his service to the Academy in developing training 
programs in general practice. 


So ended the Third Annual Scientific Assembly. Those of you 
whose commitments to patients prevented your attendance were 
missed, but you may be assured that this Assembly still more 
firmly established your Academy as a leading vital force for the 
advancement of the medical profession. You will be looked for 
in Atlantic City the week of March 24, 1952. 


> While the Academy concentrated on its San Francisco Assembly, 
medical legislation was rece iving c considerable attention on 
the other edge of the “nation. The "local public health units 
bill® (S.445) passed the Senate by a thin margin, portending 
rough going for S.357, on aid to medical schools. Citizens Com- 
mittee for the Hoover Report has announced it favors a Depart- 
ment of Health, with cabinet status, in preference to a United 
Medical Administration. S.1119, to supply drugs and certain 
diagnostic services to medically indigent, has been revived. 
VA plans establishment of 13 special centers for treatment of 
tuberculosis and mental illness. 


Respectfully yours, 
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DETOXIFYING . . . unusually high 


potency of helps inactivate 


toxin by-products of intestinal 
infection. 


. effective concen- 
tration of colloidal kaolin relieves 


inflammation of intestinal wall. 


_. pleasing to take 
quick-acting, suitable for any age. 


THE WARREN ee “PRODUCTS. co 


E 
Gp 1951 9 


For relief of 


In disturbances involving smooth muscle 
spasm. optimal therapy controls both the psy- 
chic and somatic factors involved. Trasen- 
tine-Phenobarbital, with components having 
both peripheral and central action, obtains 
therapeutic effect in moderate dosage, with- 
out the side effects of belladonna on the 
heart. pupil or salivary glands. 

Trasentine-Phenobarbital has many indica- 
tions in gastroenterology, gynecology, urol- 


potent spasmolytic 


ogy. and also in radiology, where it is effec- 
tive in controlling the symptoms of radiation 
sickness. 

Issued: Trasentine - Phenobarbital Tablets 
(yellow) containing 50 mg. Trasentine® (adi- 
phenine) hydrochloride with 20 mg. pheno- 
barbital, in bottles of 100 and 500. 
Trasentine Tablets (white) without pheno- 
barbital. containing 75 mg., in bottles of 100 
and 500. 2/1653m 


nenodal lta 


mild sedative 


ADA PHARMACEUTICAL PRODUCTS, INC,, SUMMIT, N. J. 
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Allergy: Harry L. Rogers, M.D., Philadelphia, Pa.; George 
L. Waldbott, M.D., Detroit, Mich. 


Anesthesiology: John Adriani, M.D., New Orleans, La.; 
Robert A. Hingson, M.D., Baltimore, Md.; Stevens J. 
Martin, M.D., Hartford, Conn.; Charles F. McCuskey, 
M.D., Los Angeles, Calif. 


Aviation Medicine: L. H. Bauer, M.D., Hempstead, L. I., 
N. Y.; Howard K. Edwards, M.D., Miami, Fla. 


Cardiac and Vascular Surgery: Alfred Blalock, M.D., 
Baltimore, Md.; Robert E. Gross, M.D., Boston, Mass.; 
Gerald H. Pratt, M.D., New York, N. Y. 


Cardiology: George E. Burch, M.D., New Orleans, La.; 
C. E. de la Chapelle, M.D., New York, N. Y.; William 
H. Gordon, M.D., Lubbock, Tex.; William J. Kerr, 
M.D., San Francisco, Calif.; Louis B. Laplace, M.D., 
Philadelphia, Pa.; Wallace M. Yater, M.D., Washing- 
ton, D. C. 


Chemotherapy, Antibiotics and Infectious Diseases: Paul 
B. Beeson, M.D., Atlanta, Ga.; John W. Brown, M.D., 
Madison, Wis.; Harry F. Downing, M.D., Chicago, IIl.; 
Harry A. Feldman, M.D., Syracuse, N. Y.; Maxwell 
Finland, M.D., Boston, Mass.; Perrin H. Long, M.D., 
Baltimore, Md.; Karl F. Meyer, M.D., San Francisco, 
Calif.; Theodore E. Woodward, M.D., Baltimore, Md. 


Colon and Rectal Diseases: Harry E. Bacon, M.D., Phil- 
adelphia, Pa.; Robert Turell, M.D., New York. 


Deficiency Diseases: Tom D. Spies, M.D., Birmingham, 
Ala. 


Dermatology and Syphilology: Leon Goldman, M.D., 
Cincinnati, Ohio; Paul A. O’Leary, M.D., Rochester, 
Minn.; Donald M. Pillsbury, M.D., Philadelphia, Pa.; 
Richard L. Sutton, Jr., M.D., Kansas City, Mo. 


Diseases of the Chest: J. Burns Amberson, M.D., New 
York, N. Y.; Andrew L. Banyai, M.D., Milwaukee, 
Wis.; Alvan L. Barach, M.D., New York, N. Y.; J. 
Arthur Myers, M.D., Minneapolis, Minn.; Maurice S. 
Segal, M.D., Boston, Mass. 


Endocrinology: Arthur Grollman, M.D., Dallas, Tex.; A. E. 
Rakoff, M.D., Philadelphia, Pa.; E. C. Reifenstein, Jr., 
M.D., New York, N. Y.; Willard O. Thompson, M.D., 
Chicago, IIl. 


Endoscopy: Edward B. Benedict, M.D., Boston, Mass.; 
Chevalier L. Jackson, M.D., Philadelphia, Pa. 


Eye, Ear, Nose and Throat: Lawrence T. Post, M.D., 
Saint Louis, Mo. 
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Gastroenterology: I. Grier Miller, M.D., Philadelphia, 
Pa.; Martin E. Rehfuss, M.D., Philadelphia, Pa. 


General Medicine: Arthur L. Bloomfield, M.D., San Fran- 
cisco, Calif.; Goronwy O. Broun, M.D., Saint Louis, 
Mo.; Harold Jeghers, M.D., Washington, D. C.; William 
D. Paul, M.D., Iowa City, Iowa; Allison H. Price, 
M.D., Philadelphia, Pa.; Edward Weiss, M.D., Phil- 
adelphia, Pa. 


General Surgery: Arthur W. Allen, M.D., Boston, Mass.; 
H. Glenn Bell, M.D., San Francisco, Calif.; Frederick 
A. Coller, M.D., Ann Arbor, Mich.; Robert Elman, 
M.D., Saint Louis, Mo.; L. Kraeer Ferguson, M.D., 
Philadelphia, Pa.; Willis D. Gatch, M.D., Indianapolis, 
Ind.; Harris B. Shumacker, Jr., M.D., Indianapolis, Ind. 


Hematology: Cyrus C. Sturgis, M.D., Ann Arbor, Mich.; 
Maxwell M. Wintrobe, M.D., Salt Lake City, Utah. 


Industrial Medicine: Robert A. Kehoe, M.D., Cincinnati, 
Ohio; Clarence D. Selby, M.D., Ann Arbor, Mich. 


Laboratory Medicine: Reuben L. Kahn, D.Sc., Ann Arbor, 
Mich.; Frank W. Konzelmann, M.D., Atlantic City, 
N. J.; Raymond O. Muether, M.D., Saint Louis, Mo. 


Neoplastic Diseases: Leland R. Cowan, M.D., Salt Lake 
City, Utah; Lowell A. Erf, M.D., Philadelphia, Pa.; 
George T. Pack, M.D., New York, N. Y.; Dr. Edith H. 
Quimby, New York, N. Y.; I. Snapper, M.D., New 
York, N. Y. 


Neurological Surgery: Howard C. Naffziger, M.D., San 
Francisco, Calif.; R. Glenn Spurling, M.D., Louisville, 
Ky. 


Obstetrics and Gynecology: Robert J. Crossen, M.D., 
Saint Louis, Mo.; J. P. Greenhill, M.D., Chicago, IIl.; 
Thaddeus L. Montgomery, M.D., Philadelphia, Pa.; 
Emil Novak, M.D., Baltimore, Md.; Ernest W. Page, 
M.D., San Francisco, Calif.; Richard W. Te Linde, 
M.D., Baltimore, Md. 


Oral and Plastic Surgery: James Barrett Brown, M.D., 
Saint Louis, Mo.; Paul W. Greeley, M.D., Chicago, II1.; 
V. H. Kazanjian, M.D., Boston, Mass. 


Orthopedic Surgery: Edward L. Compere, M.D., Chicago, 
Ill.; Ralph K. Ghormley, M.D., Rochester, Minn. 
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Now...more rapid, more sustained relief of earache 


New combination of complementary local NEW—two analgesics combined for 
analgesics, quick-acting zolamine and /ong- complemental effect 


acting Eucupin, gives more rapid and more 


sustained relief of otalgia. EUCUPIN 
. INTENSITY for long-sustained 
As compared to benzocaine and chem- OF relief 
ANESTHESIA 


ically related compounds, zolamine and 


Eucupin are more potent and therefore for more rapid relief 


produce a clinically more desirable local DURATION OF ANESTHESIA 
analgesic effect. 


Otodyne is slightly viscous, thus adher- 
Zolamine (N, N-dimethyl-N’2-thiazolyl-N’-p- 
ence of the active ingredients to the epider- methoxybenzyl-ethylenediamine)......... ™% 
Eucupin® dihydrochloride*................ 0.1% 
surface promoted. q. Ss. 
tion effects mild decongestion. Dropper bottles of Yz fluid ounce (15 ce.) 


WHITE 

LABORATORIES, INC. 
Pharmaceutical 
Manufacturers, 
Newark 7, N. J. 


*“Eucupin”—Brand of isoamylhydrocupreine is a 
registered trademark of White Laboratories, Inc. 
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Index to Advertisers 


Abbott Laboratories. ..... opposite 146 | Lakeside Laboratories, Inc......... 115, | Sandoz Pharmaceuticals........... 114 
American Bottlers of Carbonated 3rd Cover | Saunders, W. B., Co............- 110 
169 | Lederle Laboratories............-. 17 
Appleton-Century-Crofts, Inc....... 28 | Schieffelin & 20 
Armour Laboratories............ 26-27 | Lincoln Laboratories.......... 134-135 | Schmid, Julius, Inc............... 116 
Recher, B. & Go., IC... 154 | M & R Dietetic Laboratories. ...... 16 | Searie, G. D., & 1 
Ayerst, McKenna & Harrison, Ltd. Marcel.e Cosmetics, Inc........... 132 | Sharp & Dohme.......... .24-25, 145 
Ramesses aie opposite 16, 147 | Massengill, The S. E., Co........-136 | smith. Kline & French 
Bilhuber-Knoll Corp.............. 5 | McNeil Laboratories, Inc....... 142-143 Laboratories... .8, 120, 161, 166, 177 
Borcherdt Malt Extract Co......... 131 | Mead Johnson & Co...... opposite 130, | sonotone 173 
Borden Company, The............ 22 4th Cover Squibb, E. R., & Sons. 122-123, 128, 129 
Breon, George A., & Co........... 148 | Merrell, The Wm. S., Co... .2nd Cover, Upicha Co 146 
Church & Dwight 176 126-1 163 153 
Ciba Pharmaceutical Products, 106 
, Vanpelt & Brown, Inc............ 175 
Varick Pharmacal Co............. 21 
Columbus Pharmacal Co........... 132 | Nepera Chemical Co., Inc......... 150 ai 
Warner, William R., & Co., Inc... .150 
Geigy Company, Inc.............. 159 | Pet Milk Company............... 6 Welch Allyn, inc... 
General Electric X-Ray Corp....... 160 | Pfizer, Chas. & Co., Inc........ 133, 141 evened Laboratories, nc... .12, 156, 17 
Grune & Stratton, Inc............. 112 | Picker X-Ray Corp............... 164 | © bittier Laboratories eneenes 105, 157 
Hanovia Chemical Mfg. Co........ 23 | Pitman-Moore | Wilco 162 
Hoffman-La Roche, Inc........ 138-139 | Riker Laboratories, Inc............ 17g | Winthrop-Stearns, Incorporated.... 2 
Irwin, Neisler & Co........... 18,171 | Robins, A. H., Co. Inc..... ...152, 165 | Wyeth, Incorporated.......... 118, 168 


(Continued from page 11) Psychiatry and Neurology: Bernard J. Alpers, M.D., 


Philadelphia, Pa.; Charles D. Aring, M.D., Cincinnati, 
Pathology: Emma S. Moss, M.D., New Orleans, La. Ohio; William C. Menninger, M.D., Topeka, Kan.; 


Herbert S. Ripley, M.D., Seattle, Wash.; Edward A. 


Pediatrics: Henry Bakwin, M.D., New York, N. Y.; Strecker, M.D., Philadelphia, Pa.; Harold Wolff, M.D., 
Katharine Dodd, M.D., Cincinnati, Ohio; Archibald L. New York, N. Y. 
Hoyne, M.D., Chicago, Ill.; Irvine McQuarrie, M.D., 
° Minneapolis, Minn.; Bret Ratner, M.D., New York, Radiology: L. H. Garland, M.D., San Francisco, Calif.; 
N. Y.; James L. Wilson, M.D., Ann Arbor, Mich. Ross Golden, M.D., New York, N. Y.; Leo G. Rigler, 


M.D., Minneapolis, Minn.; Paul C. Swenson, M.D., 


Pediatric Surgery: Herbert E. Coe, M.D., Seattle, Wash. Philadelphia, Pa. 


Rheumatic Disorders and Arthritis: Thomas McPherson 


Brown, M.D., Washington, D. C.; W. Paul Holbrook, 
M.D., Indianapolis, Ind.; Charles E. Dutchess, M.D., M.D., Tucson, Ariz; John H. Talbott, M.D., Buffalo, 
New York, N. Y. N.Y 


Physical Medicine and Rehabilitation: Frank H. Krusen, Thoracic Surgery: Paul C. Samson, M.D., Oakland, Calif.; 
M.D., Rochester, Minn. William M. Tuttle, M.D., Detroit, Mich. 


Physiology, Pharmacology and Therapeutics: McKeen Toxicology: Harrison S. Martland, M.D., Newark, N. J. 
Cattell, M.D., New York, N. Y.; J. H. Comroe, Jr., . ° 
M.D., Philadelphia, Pa.; Martin Fischer, M.D., Cincin- Tropical Medicine: . Joseph S. D'Antoni, M.D., New 
nati, Ohio; Harold Gold, M.D., New York, N. Y.; John Orleans, La.; William A. Sodeman, M.D., New Orleans, 
C. Krantz, Jr., Ph.D., Baltimore, Md. La. 


Urology: J. A. Campbell Colston, M.D., Baltimore, Md.; 


Preventive Medicine, Public Health and Statistics: F. C. Charles D. Creevy, M.D., Minneapolis, Minn. 


° Beelman, M.D., Topeka, Kan.; John E. Gordon, M.D., 
Boston, Mass.; Edward G. McGavran, M.D., Chapel Virus and Rickettsial Diseases: John H. Dingle, M.D., 
Hill, N. C.; Ernest L. Stebbins, M.D., Baltimore, Md.; Cleveland, Ohio; Hobart A. Reimann, M.D., Philadel- 


D. E. Waggoner, M.P.H., Topeka, Kan. phia, Pa. 
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Fffectwe against many 
bacterial, and rickettsial infections, as well as 
certain protozoal and large 


viral diseases. 


Hydrochloride Crystalline 


+ 


¥ 
ss 


+t 


The Internist today is tess 


concerned than in former years over cases of pneumonia. 


Once highly fatal, this disease has been all but conquered by 
modern chemotherapy. For many pneumonias — bacterial, 


rickettsial or viral—aureomycin is often a preferred drug. 


Packages 
Capsules: Bottles of 25 and 100, 50mg. each capsule. Bottles of 16 and 100, 250 mg. each capsule. 
Orhthalmic: Vials of 25 mg. with dropper; solution prepared by adding 5 cc. of distilled water. 


LEDERLE LABORATORIES DIVISION 
american Cyanamid company 


30 Rockefeller Plaza, New York 20, N.Y. 
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W. F. Benson, M.D., 
a member of the Texas chapter of the Academy, practices in Brownwood, where he is as- 
sociated with the Medical Arts Clinic. A graduate of the University of Tennessee Medical 
School, he interned at Jefferson Davis Hospital in Houston, Texas. After completing his 
internship he went on active duty with the U. S. Navy for over two years. When he was 
released from the service, Doctor Benson entered general practice in Brady, Texas, where 
he spent three years. He lives on a stock farm and raises sheep and cattle. His hobbies 
are hunting and flying—he holds a private pilot’s license. 


John V. C. Braithwaite, M.D., 


founded the Pediatric Department at Leicester Royal Infirmary and Children’s Hospital, 
Leicester, England. He is Pediatrician there and at Loughborough General, Leicester Gen- 
eral, and Leicester and Leicestershire Maternity Hospitals. Doctor Braithwaite received his 
medical education at Guy’s Hospital in London, where he was awarded the Treasurer's 
Gold Medal for Clinical Medicine. He is Consulting Physician to the Church of England 
Children’s Society Boys’ Home and is Physician in Charge of the Leicester Juvenile 
Rheumatism Supervisory Center. 


J. D. Enterline, M.D., 
was graduated from Harvard Medical School in 1943 and interned in surgery at Massa- 
chusetts General Hospital, following this with nine months as assistant resident in surgery. 
From 1944 to 1946, Doctor Enterline was in the Medical Corps of the U. S. Army and 
spent eighteen months in the Philippines and in Japan. For the past four years he has 
engaged in general practice in Millwood, a suburb of Spokane, Washington, and is a 
member of the Spokane chapter of the Academy. He has been accepted for a fellowship at 
the Mayo Clinic beginning in July. His hobbies are fishing and contract bridge. 


J. A. Myers, M.D., 
is Professor of Medicine, and Preventive Medicine and Public Health, at the University 
of Minnesota Medical and Graduate Schools. He is Chief of the Tuberculosis Service at 
Minneapolis General Hospital and of the Chest Clinic at the University of Minnesota. 
Doctor Myers is a past president of the National Tuberculosis Association, the Minnesota 
Public Health Association, the American College of Chest Physicians, and the Mississippi 
Valley Conference on Tuberculosis. Editor-in-Chief of Diseases of the Chest, he serves on 
the editorial boards of the Journal Lancet, Geriatrics, and the Journal of School Health. 


Charles Rombold, M.D., 
of Wichita, Kansas, is Chief of Orthopedics at the St. Francis Hospital and at The 
Wichita Clinic. He serves as Medical Advisor of the Division of Vocational Rehabilitation 
for the State of Kansas. A graduate of Northwestern University Medical School, he in- 
terned at Wesley Hospital in Chicago and at New York Orthopedic Dispensary and 
Hospital. Doctor Rombold takes two or three pack trips a year and enjoys dry fly fishing 
in the higher mountain streams. Skiing is one of his favorite avocations although he is now 
recovering from a comminuted fractured tibia, the result of a recent ski trip. 
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Regular SIMILAC feeding of full term and premature infants 
provides 


adequate vitamin C supply 
+ |% to | calcium-phosphorus 
vitamin Bio and folic acid 
+ all the essential amino acids 


+ curd tension of zero 


In the above respects and, significantly, in 
modification of fats, proteins, minerals and 
vitamins specifically for infant feeding, 


is so similar to human breast milk 
that there is no closer equivalent 


4 


SIMILAC DIVISION - M & R LABORATORIES - Columbus 16, Ohio 
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“PREMARIN” 
WITH 
METHYLTESTOSTERONE 


wherever combined estrogen-androgen therapy is indicated 


. in fractures and osteoporosis in either sex to 
| (: promote bone development, tissue growth, 
repair. 


| (: in the female climacteric in certain selected 
eUe cases. 


. in dysmenorrhea in an attempt to suppress 
| (: ovulation on the basis that anovulatory 
_— bleeding is usually painless. 


] ( in the male climacteric to reduce follicle- 
eVUe stimulating hormone levels. 


with 


for combined estrogen-androgen 
therapy 


A steroid combination which permits utilization of 
both the complementary and the neutralizing effects 
of estrogen and androgen when administered con- 
comitantly. Thus certain properties of either sex hor- 
mone may be employed in the opposite sex with a 
minimum of side effects. 


Availability: Each tablet provides estrogens in their 
naturally occurring, water-soluble, conjugated form 
expressed as sodium estrone sulfate, together with 
methyltestosterone. 

No. 879—Conjugated estrogens equine (“Premarin”)........1.25 mg. 


Methyltestosterone 10.0 mg. 
Bottles of 100 tablets (yellow) 


No. 878—Conjugated estrogens equine (“Premarin”)......0.625 mg. 
Bottles of 100 tablets (red) 


Ayerst, McKenna & Harrison Limited 
22 East 40th Street, New York 16, N. Y. 
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n threatened abortion 
metrorrhagia 


functional dysmenorrhea 


remenstrual 
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« PRAN ‘US.P.) in oil for intramuscular injection. 
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No one appreciates will-power more than the obese patient on a 
reducing diet. With all the high-caloric temptations that constantly beset obese people, 
supplemented will-power is really required to resist food. 


OBOCELL, a new therapeutic substitute for will-power, is based upon the newer 
concepts of hunger and appetite. Each Obocell tablet supplies (1) the widely 
accepted appetite-curbing action of dextro-amphetamine phosphate, 
PLUS (2) the well recognized bulking action of methylcellulose, a non-nutritive 
material that suppresses bulk hunger by filling the intestines. 


Composition: Each tablet contains Dextro-Amphetamine Phosphate, 5 mg.; Methylcellulose, 
150 mg. Supplied: Bottles of 100, 500, 1000 at prescription pharmacies everywhere. 


Literature and Samples on Request. 


IRWIN, NEISLER & COMPANY © DEPT. GP. » DECATUR, ILLINOIS 
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Yours Cruly... 


LETTERS FROM OUR READERS 


Emphasis on Federal Aid 
Dear Sir: 

In reply to a number of inquiries which both Dr. Stan- 
ley R. Truman and I have received since our report on 
the Mid-Century Conference on Children and Youth was 
published in GP in February, I should like to amplify the 
report. 

There was continual emphasis on the need for Federal 
aid ranging all the way from subsidies for medical schools 
to supplementing the earnings of the head of a family out 
of public funds. The maldistribution of physicians con- 
tributing to the shortage of medical care with resultant in- 
adequacies of health service was continually hammered 
upon. It is quite clear to me that the Conference was 
skillfully handled and that the issues desired by the Fed- 
eral Security Administration were kept continually before 
the various groups of key speakers and staff members of 
the Federal Security Administration and sympathetic fel- 
low travelers. 

We can agree that the social millennium is not at hand. 
I think we can further agree that putting more power into 
the hands of the Federal Government is not the approach 
which will foster a strong grass roots democracy. 

Throughout the Conference I found the emphasis placed 
on what the individual should have provided for him. 
Nowhere was there a mention of what the individual— 
child or adult—might owe to his fellow man. 

H. Kennetu Scatiier, M.D. 
Chicago, Illinois 


“Specialized” Fishing and Hunting 


Dear Sir: 

So you want to know about hobbies? 

My hobby for the past four years has been fishing and 
hunting a special type of game. Frankly, I spend much 
more time than I should on this plaything. At intervals 
it is approached with a zeal and a vengeance quite unlike 
the efforts expended on former diversionary interests. 

First, a planned campaign of attack is developed with 
an estimate of predictable net and retrieve included. In 
this planning the potential waryness, elusiveness, and local 
feeding conditions are surveyed. Open season varieties 
alone are considered. 

Second, after this ground work, a period of feeding, 
sometimes forced, is inaugurated. The food peculiar to 
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each subspecies is offered at intervals to determine its ac- 
ceptability to the prey. The feeding habits within a given 
species are surprisingly variable. Each subspecies appears 
to have an appetite peculiar to the geographic area in 
which its rearing occurs. By trial and error a suitable bait 
is determined for a given subspecies. 

Third, the determined morsel is then offered in abun- 
dance, with the lines set and the traps open. I never use a 
gun or an English hook. Everything is on the level to give 
the game an even break to accept or reject what has been 
offered. 

Repeating this process over and over again does bring 
your larder to capacity. It cannot be a hit and miss type 
of lucky endeavor. It is only planned attack on the gen- 
eral practitioner that brings results. Often he is a poor 
fish and a dumb bunny who requires hooking or trapping 
before he realizes on which side his bread is buttered. 

Yes, my hobby is fishing and hunting members for the 
Academy. 

Vincent E. Fiscuer, M.D. 
President, New York State Chapter 
Rochester, New York 


A Mutually Beneficial Program 


Dear Sir: 

Wyeth’s efforts to co-operate with the various state chap- 
ters of the American Academy of General Practice during 
1950 resulted in grants to 14 state and 2 county chapters 
to further their Postgraduate Education Programs: 

Arizona Nebraska 

Arkansas New Jersey 

California Oklahoma 

Indiana Pennsylvania 

New Mexico Utah 

Maryland Wisconsin 

Missouri Wyandotte (Kansas ) 

Mississippi Wayne (Michigan) 

In one case (California) the funds were used to under- 
write special papers which were read at the 1950 annual 
meeting in Sacramento. The amount of each grant varied 
with the needs and wishes of the state group concerned. 
In the aggregate, these grants totaled many thousands of 
dollars. In addition, Wyeth bought space at many state 
and national medical conventions and, of course, we reg- 
ularly advertise in GP. 

(Continued on page 21) 
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activity 
pause 


at her 
menopause 


Your patient may continue her normal activities even to the extent 
of keeping pace with her daughter. She will be greatly encouraged, 
especially when the effectiveness of therapy measures up to expec- 
tations. In estrogen therapy an especially useful product ee 


BENZESTROL 


2,4 (p-hydroxyphenyl) —3— ethyl hexane 


“Liver function tests, blood studies and urine examinations showed 


no toxic effects of the synthetic substance BENZESTROL™ 


Supplied: 
Oral: Benszestrol Tablets 

0.5 Mg., 1.0 Mg., 100’s & 1000°s, 2 Mg., 
S Mg. — — 100’s — 1000's, 
Benszestrol Elixir: 

15 Mg. per fluid ounce, Pint Bottles. 


n Oil; 
Aqueous Suspension with 5% Benzyl Atcshai 
5.0 Mg. per ce. 10ce Vials. 


NOTE: Local: Vaginal Tablets 
estrogens may be required during ‘ : Menopause — 2 to 8. y 2 
the menopause. Pleasant tasting — orally or % to lee parenterally every 5 days. < 
compatible with Professional Samples and Literature upon Request 
1995 Schiff tin Ce. 20 Cooper Square, New York 3, N. Y., 
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(Continued from page 19) 

Since the founding of the American Academy of Gen- 
eral Practice, we have taken a keen interest in its prog- 
ress because we felt it was filling a vital need in the con- 
tinued advancement of the general practitioner. It has been 
a great pleasure for us to carry out this program and we 
have derived a tremendous amount of satisfaction from it. 

Most important to us have been the warm letters of ap- 
preciation from the officers of the state groups, as well as 
from many individual members. 

In summary, we feel this is mutually a beneficial pro- 
gram in the finest spirit of co-operation, and we propose 
to continue and to extend it during 1951. 

D. J. Wrratncton 
Assistant Director of Sales 
Wyeth Incorporated 
Philadelphia, Pennsylvania 


Concerning Canker Sores 


Dear Sir: 

In your December issue, you answer a question con- 
cerning canker sores, offering only prophylaxis but no ther- 
apy. Since my wife is a sufferer from this disease, I have 
learned considerable of its practical treatment. 

Prophylactically and therapeutically, a substantial daily 
dose of ascorbic acid (150 to 200 mg.) appears helpful in 
reducing the recurrence rate and ameliorating the intensity 
of the condition. 


Locally, the sulfonamides applied as a dust were useful, 
but aureomycin troches now are the treatment of choice, 
as Marion B. Sulzberger has reported in the Journal of 
Investigative Dermatclogy. Terramycin troches may be 
similarly helpful; they have not yet been tested adequately. 
My impression is that the local therapy is nonspecific, 
merely reducing contaminating bacterial infection. 
Harotp Lamport, M.D. 
Research Associate 
Yale University School of Medicine 


New Haven, Connecticut 


A Possible Pattern 


Dear Sir: 

The University of Pittsburgh School of Medicine and 
the Medical Center Hospitals propose to begin a new 
residency on July 1, 1951, for the training of general 
practitioners. This residency will consist of one year of 
hospital and outpatient work in the Medical Center Hos- 
pitals. Eight months of training will be devoted to In- 
ternal Medicine, Emergency Surgery, Obstetrics, and Pedi- 
atrics. It is our present plan that the term of Medicine 
would be for four months and would be required of all 
residents. There would also be an approximate four-month 
period which will consist of elective specialty training 
which the resident may choose to take. Provisions for a 
second year of residency have been made, should the resi- 
dent desire it. 

(Continued on page 23) 


Controlled maintenance... Through precise control 
of contractile force and rhythm, Digitaline Nativelle 


provides positive maintenance of the decompensated heart — 

maintains the maximum efficiency obtainable. 

Absorbed completely, it dissipates at a uniformly predictable rate— 
maintains full digitalis effect between doses with virtually no side effects. 


ave 
gor 


Send for brochure, 
**Modern Digitalis 


o 
Physician Therapy.’ 
a | Desk Reteren 
ce 


Varick Pharmacal Co. 


Chief active principle of digitalis purpurea (digitoxin) 
= 


not an adventitious mixture of glycosides 
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guarding against megaloblastic anemia 


Inadequate vitamin C in infant feeding often leads not only to scurvy but also to 
megaloblastic anemia.’ Bremit guards against these grave nutritional complications 
by providing three times the recommended daily allowance? for vitamin C in the 


reliquefied quart. 

Appreciation of the importance of infantile megaloblastic anemia begins with the 
classic description of the syndrome by Zuelzer and Ogden.? May, et al., observe that 
megaloblastic anemia “has been reported frequently as a complication of scurvy.”! 
They also report: “When vitamin C was provided adequately, the diets tested did 


not lead to megaloblastic anemia.”! 

Failure to give the required vitamin C when prescribed often explains the inade- 
quacy in vitamin C intake. Bremit provides more than ample ascorbic acid. And, of 
course, BREMIL meets similar requirements for vitamins A, B, and D, riboflavin and 


niacin, 

moreover...adequate provision of vitamin C is not the 
only attribute that makes BREMIL new and unique 

BreMIL is a completely modified milk in which the calcium-phosphorus ratio (114 :1) 
is adjusted to the pattern of human milk, thus helping to prevent hypertonicity, 
hyperirritability and other tetanic symptoms in infants.*5 Bremut has the fatty acid 


and amino acid patterns of human milk...the same carbohydrate (lactose)...more 
iron...a soft, flocculent curd of small particle size comparable to human milk... 


complete solubility. 

Breit can be mixed for a single feeding or a 24-hour period. Formula prepara- 
tion is as rapid as with a liquid product. Moreover, Bremit does not settle out on 
standing. Standard dilution is 1 level tablespoonful and 2 fl. oz. water, although 
Bremit can be either concentrated or diluted. Each level tablespoonful Bremi. 
powder supplies 44 calories. 

Complete information and a trial supply may be obtained upon request. 


BreMit is available in drugstores in 1 Ib. cans. 


May, C. D., et Am. J. Dis. Child. 80:191, 1950. 


- Recommended Daily Dietary Allowances, Rev. 1948, Food and Nutrition Board, 


a new product 


National Research Council. 
3. Zuelzer, W. W., and Ogden, F.N.: Am. J. Dis. Child. 71:211, 1946. 
t. Gardner, L. 1., Butler, A. M.. et al.: Pediatrics 5:228, 1950. 
5. Nesbit, H. T.: Texas State J. M. 28:551, 1943. 


flexible, palatable, 


easy to prepare 


Bremil 


powdered infant food 


ome Prescription Products Division 


The Borden Company 350 Madison Avenue, New York 17 
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(Continued from page 21) 
The purpose of setting up such a residency is primarily 
to explore the desirability of such a program in the School 
of Medicine at the University of Pittsburgh. It was felt 
that, if successful, it might be a pattern to be followed 
by other hospitals which are not in the Medical Center 
group, and which might then be able to continue the 
program. 
We feel that it would be desirable that this residency 
have the approval of the American Academy of General 
Practice, and we would appreciate your action in this 
matter, and any criticisms or suggestions which you might 
like to make, so that the program might be of the highest 
caliber and perform a definite function. 
Epcar F. Coscrove, M.D. 
Chairman, Committee on 
Graduate Medical Education 

The University of Pittsburgh 

School of Medicine 

Pittsburgh, Pennsylvania 


GP and Time 
Dear Sir: 

Thank you very much for your telegram in connection 
with Time’s December 11 Medicine story about the article 
by Dr. David G. Miller, Jr., and Mrs. Miller which ap- 
peared in GP. 


We are very sorry that we erred in calling the maga- 


zine General Practice instead of GP. Time's researcher 
checked the name of the publication, and since only 
General Practice was listed in Ayer’s Directory of News- 
papers and Periodicals and neither appeared in the A.M.A. 
directory, we assumed that General Practice was the full 
name of the magazine. 

The editors regret that credit was given the wrong pub- 
lication; we have corrected our records on the point and 
alerted the Medicine staff to the distinction between the 
two magazines. We appreciated your wire on the point. 

Auprey SIMON 
Time, Inc. 
New York, New York 


Thanks to Time for an agreeable reply to the following 
telegram from the Managing Publisher: 


AS TIME IS TIME TO TIME, SOGP IS GP TO THE AMERICAN 
ACADEMY OF GENERAL PRACTICE. IN YOUR OTHERWISE 
EXCELLENT STORY ON THE MILLERS’ OFFICE OBSTETRICS 
IN YOUR DECEMBER I] ISSUE CREDIT SHOULD HAVE 
BEEN GIVEN TO GP, WHERE IT WAS PUBLISHED, INSTEAD 
OF TO GENERAL PRACTICE WHICH IS THE NAME OF 
ANOTHER MAGAZINE. 
MAC F. CAHAL 


At the time we were too new to be listed in Ayer's 
Directory. The omission has since been corrected. GP's 
name is so unusual we are taking every step to convince 
people that it is not an abbreviation but a name.—Ep. 
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LUXOR ALPINE LAMP 


Today ultraviolet therapy is recognized the 
world over as essential in the practice of modern 


d 
mee"HANOVIA LUXOR ALPINE LAMP with 
pure fused quartz burner is especially designe 
for efficient, convenient office (or hospital) use. 


Its clinical performance includes 
respondency in: 
@ post operative recuperation and convales- 
cence @ healing of sluggish, indolent wounds e 
Erysipelas e Lupus Vulgaris @ Psoriasis @ Pityriasis 
Rosea and other dermatoses @ Tuberculosis of the ql 
bones e@ Articulations e Peritoneum intestine e 
Larynx and Lymph nodes @ stimulating and regula- 
ting Endocrine glands @ calcium metabolism dis- 
orders, and numerous others. 


Write Dept. GP-4-51 


Chemical & Mfg. Co. Newark 5, N. J. 
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Cremosuxidine is supplied in Spasaver* bottles containing 16 fluidounces 


Sharp & Dohme, Philadelphia 1, Pa. 
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Diarrhea 


for specific and 
nonspecific DIARRHEA 


Nuisance, Menace 


Diarrhea is a nuisance, “one of the com- 
monest symptoms of illness in the human 
race, ’* and a real menace, accounting for 
nearly 1 per cent of deaths reported in the 
United States in 1946. 

In ten Southern states, in 1946, more deaths 
were reported due to diarrhea than to typhoid 
fever and scarlet fever, pertussis, diph- 
theria, malaria, measles, and poliomyelitis 
combined!* 

*Southern Med. J.; 43:320, April, 1950 


Cremosux 


suspension of 


Effective, Convenient Triad 


Cremosuxidine® offers a palatably flavored, 
exceptionally effective triad for control of 
specific and nonspecific diarrheas: potently 
bacteriostatic, relatively nontoxic Sulfasux- 
idine®, detoxicant pectin, and protective, 
adsorbent kaolin. 

Cremosuxidine may be administered for bacil- 
lary dysentery, paradysentery, salmonel- 
losis, diarrhea of the newborn, and so-called 


“summer complaint.” 


Sulfasuxidine’ succinylsulfathiazole, 10.0% 


Pectin, 1.0% 


Kaolin, 10.0% 
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@ ACTHAR represents the natural stimulus for the adrenal 
glands to secrete the entire spectrum of cortical hormones 
at a rapidly increased rate. Thus the role of ACTHAR is to 
provide true stimulation therapy in a wide variety of dis- 
eases. ACTHAR neither substitutes nor replaces individual 
cortical hormones. Mobilization of physiologic mechanisms 
accounts for the safety of ACTHAR and permits prolonged 
courses of treatment without rest periods. 


ESTABLISHED INDICATIONS: Collagen diseases or connective 
tissue diseases, such as rheumatoid arthritis, rheumatic fever, 
acute lupus erythematosus; hypersensitivities, such as severe 
asthma, drug sensitivities, contact dermatitis; most acute in- 
flammatory diseases of the eye; acute inflammatory condi- 
tions of the skin, such as acute pemphigus and exfoliative 
dermatitis; inflammatory conditions of the intestinal mucosa, 
such as ulcerative colitis; and metabolic diseases, such as acute 
gouty arthritis and secondary adrenal cortical hypofunction. 


Literature and directions for administration of ACTHAR, in- 
cluding contraindications, available on request. 


ACTHAR is available in 10, 15, 25 and 40 milligram vials. 


AUTHAR 


ARMOUR LABORATORIES BRAND OF ADRENOCORTICOTROPIC HORMONE (A. C.T. H.) 


THE ARMOUR LABORATORIES 


CHICAGO 11, ILLINOIS 
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diabetic management 


through 
improved time-action 


and fewer injections 


/ 


NPH (INSULIN, LILLY) 


For many diabetics taking two or more daily in- 
jections of other Insulin preparations, one daily 
injection of NPH Insulin will often be adequate 
for purposes of control. This improvement is a 


long stride toward a more nearly normal life. 


For physicians, this development eliminates some 
of the obstacles which earlier stood in the way of 
satisfactory adjustment of doses to the patient’s 


needs. 


NPH ILETIN (INSULIN, LILLY) 


Detailed information and literature con- 
cerning NPH Iletin (Insulin, Lilly) are 
personally supplied by your Lilly medi- 
cal service representative or may be ob- 


tained by writing to 


ELI LILLY AND COMPANY - INDIANAPOLIS 6, INDIANA, U.S. A. 
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Editorials 


School Health in Montana 


A FEw weeks ago we received a 56-page booklet, 
“Physicians and School Health,” which is the re- 
port of the First Montana Conference on Co-oper- 
ation of the Physician in the School Health Pro- 
gram, held in Helena last June. This Conference 
attended by 218 educators, physicians, dentists, and 
public health workers, was an outgrowth of two 
national conferences sponsored by the A.M.A. in 
1947 and 1949. The agenda was deliberately limited 
to the establishment of basic concepts and the 
statement of fundamental objectives for the guid- 
ance of future meetings. 

Two features of this Conference warrant edi- 
torial comment. One was the repeated reference 
to the family physician as a key figure in any pro- 
gram aimed at integrating school health plans with 
the family and the individual child. Mrs. Jane 
Duffalo, State Supervisor of Health, Physical Edu- 
cation and Recreation, stated: “Even where there 
are public health facilities, the care of the child 
is still the responsibility of the family physician, 
because the school health program is . . . an edu- 
cational and referral, rather than a treatment, type 
of program.” 

Dr. W. W. Bauer of the A.M.A. reminded the 
assembly that: “. . . it is the family, in its relation- 
ship with the family physician, who is responsible 
for the child.” And Dr. F. L. McPhail, vice-presi- 
dent of the Montana Medical Association, con- 
cluded: “. . . any mass examination . . . should be 
for the purpose of screening the children to deter- 
mine deviations from normal, so they may be re- 
ferred to their family physician for treatment.” All 
of which emphasizes again the general practitioner's 
responsibility to assume leadership in matters re- 
lating to health in his community. 

We believe this new program in Montana is a 
constructive demonstration that our health prob- 
lems can best be solved on the state and local 
levels. Any program on the national level is nec- 
essarily theoretical and general—too far removed 
from specific practical considerations to be pro- 
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ductive of good for the individual or the com- 
munity unit. 

Furthermore, programs that are national in scope 
are more apt to tempt the greedy bureaucratic eye, 
which sees in them an opportunity to appropriate 
functions and acquire further power. On the state 
and local levels, government seems more prone to 
co-operate, instead of to covet. 

As family physicians, both individually and in 
groups, we have a moral obligation to encourage 
and co-operate in attempts to improve health con- 
ditions in the schools of our respective commu- 
nities. 


British G.P.’s Organize 


Tue recent organization of a Section of General 
Practice in the British Royal Society of Medicine 
is commented upon in an editorial in the December 
1950 issue of The Practitioner. In discussing this 
new development, which they term “one of the 
most interesting in the history of the Society,” the 
editors wish it well with a tongue-in-the-cheek sort 
of enthusiasm. Among several remarks of caution 
and dubiety, they suggest that “the formation of a 
section of general practice may tend to isolate the 
general practitioner member of the Society from 
his specialist fellow-members.” 

It seems to us that our British contemporaries 
have strained an argument in order to make a 
point. The absurdity of this type of rationalization 
is self-evident. Why should the general practitioner 
feel any more “isolated” in his section than the in- 
ternist or the surgeon does in his? And when the 
editors question further whether the general prac- 
titioner “will learn more from a lecture on pneu- 
monia delivered to his section than he would from 
listening to a discussion on this subject in the sec- 
tion of medicine,” our reply is a prompt and em- 
phatic “yes!” Papers or lectures delivered before a 
group of general practitioners are tailored to the 
needs of the family physician. The language is 
plain, the cases are those commonly encountered, 
the symptoms are clearly defined, and the therapies 
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include drugs and equipment generally available. 

By the same token, we believe British general 
practitioners will find that their own section will 
do more for them, organization-wise. We believe 
the American Academy of General Practice has al- 
ready demonstrated that an organization dedicated 
to the specific interests of the family doctor bridges 
a serious gap in organized medicine. Certainly if 
there is need in America for a group like the 
Academy, the family physicians in England need 
one even more. 

We welcome this evidence that our British cous- 
ins have recognized the need for a more vocal and 
single-purposed representation than they have been 
accorded heretofore by their parent organization. 


The Rice Diet 

A tEAM of physicians working at Columbia Uni- 
versity College of Physicians and Surgeons in New 
York treated 50 hospitalized patients for an average 
of 10’ weeks, giving them the strict rice diet 
as prescribed by Dr. Walter Kempner of Duke 
University. The diet consisted of about a pound of 
rice daily plus white sugar or dextrose, and fruit 
or fruit juice. 

Reporting in the American Journal of Medicine 
the physicians agreed that if this diet is followed 
with suflicient attention to detail, a number of 
patients with severe essential hypertension will ex- 
perience a reduction in pressure. This drop in 
pressure appears to be due mainly to the very low 
content of sodium in the rice diet. 

The writers emphasized however that most of 
the patients on this strict diet returned to their 
hypertensive condition as soon as the diet was 
stopped. The doctors warned also, that the rice 
diet is not a practical method of sustained treat- 
ment. The trouble is that the food is so unpala- 
table and monotonous that the patient cannot 
stand it long enough to obtain the desired effect. 


Cancer of the Stomach 


One of the saddest features about the treatment of 
cancer of the stomach is that patients so commonly 
let months pass before they consult a physician and 
have their disease diagnosed. At one clinic it was 
shown over a period of years that the average in- 
terval between the onset of symptoms and the 
arrival of the patient in the operating room was 11 
months. This is a long time to waste when one 
has cancer. Oddly enough, one study showed that 


even a group of doctors, when they got a cancer of 
the stomach, waited 11 months before they had a 
proper diagnosis. 

In the New England Journal of Medicine for 
April 22, 1948, C. Welch and A. W. Allen re- 
ported that at the Massachusetts General Hospital 
during a ten-year period from 1937 to 1946, the 
patients who came in with cancer of the stomach 
had waited about 5 months before they sought 
treatment. It is a great disgrace to the medical pro- 
fession that commonly after a patient does consult 
his physician, he is allowed to drift on with diets 
and tonics and vitamins for another 6 months or so. 

Cancer of the stomach will never be treated 
properly until all physicians learn to become 
alarmed whenever a man past middle age develops 
pain in the stomach or indigestion or loses weight 
or becomes anemic and weak. Physicians must be- 
come alarmed when they find a gastric lesion of 
any kind. They must stay alarmed even when a 
lesion that looks like a benign gastric ulcer appears 
to have healed under medical treatment. They 
must insist that the patient keep coming back at 
frequent intervals to see that the lesion stays healed. 


Spinal Anesthesia Harmful? 
TwELvE cases of serious paralyzing injury after 
spinal anesthesia are reported in a disturbing article 
by Foster Kennedy, A. S. Effron, and Gerald Perry 
(Surg., Gynec. & Obst., Oct., 1950). They say 
there are doubtless many more such cases unre- 
ported because, with a considerable interval of time 
between the anesthesia and the paralysis, it does 
not occur to either the patient or his physician to 
lay the blame on material that was injected into the 
spinal canal. 

Kennedy and his colleagues have reviewed much 
of the literature on the subject, and they find a 


huge variation in the figures given in regard to the 
incidence of nervous injuries after spinal anesthesia, 
a variation that can be explained as due to the care- 
fulness or lack of carefulness with which an anes- 
thetist follows up his cases to see what happened to 
them. 


Because permanent paralysis from the waist down 
is such a dreadful condition, Kennedy feels that 
spinal anesthesia should not be used unless there is 
some good reason for choosing it. Doubtless there 
are many cases in which the only bad result of a 
spinal anesthetic is an aching distress in the legs 
persisting for a few weeks. Usually the patient 
thinks this is due to the operation and so he says 
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nothing about it. Neither the anesthetist nor the 
surgeon ever hears of such happenings. 

According to G. Thorsen, who wrote in 1947, 
the complications of spinal anesthesia “are not rare 
and not negligible.” Other investigators have writ- 
ten in the same mood. 

In the case of a patient who died on the sixth 
postoperative day from a pneumonia, the post- 


mortem examination showing swelling of 2 inches of 


the lumbar region of the cord with a somewhat 
softer area above. There were hemorrhages up in 
the medulla. There were microscopic hemorrhages 
in the myelin sheaths with damage to them. In 
another patient who died soon after spinal anes- 
thesia, Lindemuller found inflammatory changes in 
the leptomeninges and brain substance. There are 
any number of such cases reported in the literature. 

Evidently the incidence of serious lesions must 
be small, because otherwise, in places like the large 
clinics, enormous numbers of spinal anesthetics 
would never have been given throughout the years. 
But it must not be forgotten that minor distresses 
are not rare, and that occasionally the patient can 
get a horrible transverse paralysis. 


Treatment of Acne 


Dietary measures have some value in the manage- 
ment of acne according to a recent article by G. 
Marshall Crawford of Harvard Medical School. 
For years dermatologists have been telling the 
youngsters to cut down on carbohydrates, but ac- 
cording to Doctor Crawford this is not worth do- 
ing. He mentioned the fact, discovered in a num- 
ber of university medical departments, that choco- 
late is often the worst food that can be eaten. Some 
dermatologists also interdict nuts, fats, pork, pork 
products, oily fish, greasy foods, gravies, duck, 
goose, salad oils, and shell fish. It would probably 
be wiser to ask each patient to keep a daily record 
to see if the eating of any particular foods causes 
an especially bad outbreak of pustules. 

Some physicians now give large doses of vitamin 
A. Since many of the youngsters with acne have a 
very oily skin, much washing with soap may be 
helpful. They must watch, however, to see that 
such washing does not do harm. 

There are dermatologists who advise the frequent 
removal of comedones before they become infected, 
and in some cases this treatment works well. It 
appears logical, but Doctor Crawford is not in favor 
of it. 

According to Crawford, although the endocrine 
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glands have much to do with the production of 
acne, treatment with endocrine substances has not 
been very successful. The best treatment for acne 
is often the attainment of age 22! 


Referrals 


Wuat poes the family physician expect from a 
specialist? To obtain some answer to that question, 
a survey was made of 250 family physicians who 
refer patients to the Private Diagnostic Clinic of 
the Bowman Gray School of Medicine. Clyde T. 
Hardy, Jr., business manager of the Clinic, pre- 
sented his analysis of the replies in an article in 
the March, 1950 North Carolina Medical Journal. 

The 250 family physicians were asked three ques- 
tions: (1) Why do you send patients to a specialist 
or medical center? (2) What do you want done to 
your patient? (3) How do you want conclusions 
and recommendations transmitted to you? 

The results showed that basically the family 
physician referred patients to the clinic when the 
patient presented a problem which the doctor felt 
could be better handled by a specialist with or 
without the aid of the special equipment and assist- 
ance available to a specialist. 

In most cases the family physician prefers to be 
consulted before any treatment is undertaken al- 
though sometimes the referring physician specifies 
in advance that he wishes the specialist to take 
over the case and carry out the treatment. 

The family doctors were very emphatic about 
wanting prompt and complete, but brief, reports on 
the specialists’ findings and recommendations. It 
appeared quite clear from this survey that the re- 
lationship between the two physicians depended 
primarily upon the manner in which the specialist 
treated the patient and reported to the referring 
physician. 

The author points out that the specialist must 
make a definite effort to impart to the patient the 
importance of co-operating with his family doctor 
since the specialist may never be needed again by 
that patient, but the family physician’s services are 
constantly required. 

The specialist can control, to a large degree, the 
relationship between himself and family physicians 
by keeping in mind the results brought out in this 
survey. The family doctor also has responsibilities 
—he must intelligently refer his patients when 
necessary and should give the specialist sufficient 
information on the patient and on what he expects 
in the way of a report. 


Teaching Crutch Walking 


THe person who must resort to crutches has many 
things to learn about them. He discovers he must 
develop some new muscles, and must acquire the 
technique of getting from the bed onto a wheel- 
chair, and then from a wheelchair onto the crutches, 
and then he must learn to manipulate his props 
with some degree of competence and confidence. 
There is a remarkable article by G. G. Deavor in 
the J.A.M.A. (142:470, 1950) which shows what 
a tremendous amount there is to be learned about 
crutches and the way to walk with them. For in- 
stance, Deavor says that all crutch walkers should 
learn at least two types of gait, a fast one to be 
used, let us say, when they are crossing a street, 
and a slow one to use in crowded places where 
someone may kick a crutch out from under them. 
Too, there are new types of crutches now being 
developed, some of which go around the forearm 
and some of which have three legs like a tripod. 
Each demands development of a special technique. 
Years ago it would probably never have occurred 
to any physician to teach a patient how to use a 
pair of crutches. Doutbless the doctor, if he had 
never been on crutches himself, would have known 
little about their use. It is now apparent that by 
learning something of the technique himself, and 
by caretully instructing the patient, the doctor can 
materially help the patient who must use crutches. 


So-Called Intestinal Relaxants 


Durinc recent years a number of teams of workers 
have studied the effect on the bowel of man of 
atropine and other relaxant drugs such as Trasentin 
and Syntropan. According to these observers the 
drugs used either had very little effect on tonus and 
activity or else had an effect so transient that it 
could hardly be of clinical value. Recently several 
more men headed by E. N. Rowlands, reporting in 
Surgery, Gynecology and Obstetrics for November, 
1950, again could see little if any relaxant effect 
from the newer drugs. This will not be surprising 
to many clinicians who have tried them out on pa- 
tients without observing any definite results. 
Perhaps one great difficulty in most of the cases 
in which atropine or the newer synthetic relaxants 
are used is that a relaxant is not what is needed. 
It often seems probable that the distress in the 
abdomen is not due to any constant spasm of the 
intestinal muscles. For instance, in many cases a 
distress which resists large doses of belladonna can 


be relieved by an injection of procaine solution into 
a sore area in the abdominal wall. 

In many other cases what seems to be needed 
most, from the point of view of a physiologist, is 
not a relaxant of the intestinal muscle but a drug 
which will cause the waves to go smoothly and 
sequently down the bowel. Unfortunately, no good 
drug is as yet known which will consistently per- 
form this service. 


Focal Infection 


Back in 1916 Frank Billings and E. C. Rosenow 
startled the medical world with their pronounce- 
ment that many diseases could be relieved by the 
removal of focal infections, mainly in the teeth, the 
tonsils, the paranasal sinuses, and the prostate 
gland. In the following 15 years it was a lucky pa- 
tient who got out of a doctor's office without having 
had to sacrifice his teeth and his tonsils. 

The tragedy was that perfectly normal or usable 
teeth were often removed in a vain effort to cure 
some disease such as migraine, or tic douloureux, 
or leukemia, which could not possibly be cured in 
this way. The worst offenders in this regard were 
doctors who, after years of suffering with a mouth- 
ful of infected teeth, had them removed, and then 
felt immensely better and perhaps gained 20 or 
30 pounds in weight. 

Naturally such men felt that they had discovered 
the elixir of youth, and the way to help many of 
the patients who came into their offices. Some of 
these doctors, when told by a dentist and a roent- 
genologist that a patient's teeth were sound and 
vital, said “Take them out anyway!” Gradually the 
more sensible men of the medical profession began 
to see that much of what was being advocated and 
done was foolish, unjustifiable, and unscientific. 
Teeth and tonsils were being removed for diseases 
like Hodgkin's disease or an old valvular heart le- 
sion, or a rheumatoid or senescent arthritis when 
there was no available evidence to show that focal 
infection had anything to do with the disease, much 
less was the cause of it. 

Many dentists rebelled at being asked by physi- 
cians to extract teeth which they felt were perfectly 
good and sound, and without which the patient 
would have to use plates. 

Gradually the excitement quieted down, and a 
number of men wrote articles begging their col- 
leagues to use a little more discrimination, and to 
remove foci of infection only in those cases in 


which one could hope that some good would re- 
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sult. Most men came to agree that the removal of 
foci was most likely to help in cases of a certain 
type of infectious arthritis, and it was not likely to 
help in cases of rheumatoid arthritis, or senescent 
arthritis, or perhaps even fibrositis. 

Today, the pendulum has swung, perhaps too 
far, and many physicians are forgetting to ask the 


Guest Editorial. . . 


Tue leaders of the medical profession perennially 
are faced with decisions which are packed with 
dynamite. And the explosive potentials are never 
overlooked by our enemies and detractors. In fact, 
it would appear that one of their favorite pastimes 
is to sit around and figure out situations wherein 
the spokesmen for our profession are “damned if 
they do and damned if they don’t.” 

During World War II, considerable confusion 
existed concerning osteopaths, their status as stu- 
dents and as practitioners, and their position under 
the draft law. Most specifically: Were osteopaths 
to be permitted officer-ranking in the medical setup? 

At last, a “between-the-devil-and-the-dark-blue-sea” 
decision was made by the higher echelons (of the 
military and of medicine) in Washington. It per- 
mitted osteopaths “to stay behind and get rich” 
while the regular medical doctors were in service, 
as officers. At that time, of course, those who were 
forced to make this critical choice were definitely 
on the proverbial spot. If they had allowed osteo- 
paths to be medical officers, this would have been 
tantamount to admitting that osteopathic-trained 
practitioners were of the same ability as medical 
doctors—this they were loathe to do. And thus came 
a conclusion which brought wide-spread contumely 
on our leaders. Yet, one may ask: What other de- 
cision could they have made? 

Along a similar line, some such determination 
must be made during the present crisis; again our 
spokesmen and leaders will have the same Scylla- 
Charybdis impasse thrown into their laps. What 
will they do this time with such a “hot potato”? 
It will be interesting to see. 

Another headache for our leaders is the matter of 
medical education. Despite the arguments and de- 
bates concerning the availability or lack of physi- 
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Scylla and Charybdis 


patient as he starts going through an examination, 
whether he has recently had his teeth x-rayed. 


Often when a dark shadow is to be seen around 
the end of a root, the doctor and the dentist ad- 
vise that the tooth be retained because the patient 
has no symptoms which would indicate the pres- 
ence of chronic infection. 


cians in the present crisis, almost all fair-minded 
persons agree that providing medical manpower for 
the rapidly-expanding military forces (while main- 
taining adequate civilian medical care) poses a seri- 
ous and complex problem. 

One of the most widely proposed methods has 
been a variant of World War II, wherein medical 
students (and to some degree, medical schools) 
were subsidized by federal funds. The recent White 
House Conference on Children and Youth did not 
see fit to endorse such a move, whatever significance 
this may have. And, of course, here again our 
medical leaders must be “for or against” another 
touchy situation. If they approve the principle of 
government subsidy to medical schools, then they 
fear government “thought-control” over subsidized 
medical teaching, with an inevitable chain of rami- 
fications, many unwholesome. In opposition to this 
deterring philosophy are several facts: Most medi- 
cal schools are maintained at a tremendous deficit; 
the cost of medical training is rapidly becoming 
prohibitive to the student with parents of only 
average financial means; and, confronted with our 
present crisis, we must expand our medical man- 
power and medical training facilities. 

Faced with such compelling and cogent reasons 
for a government subsidy of medical education and 
for medical schools, the American Medical Associ- 
ation has provided a considerable fund in the hopes 
it will act as a starter to break the existing log-jam. 

Again, no one knows what the ultimate outcome 
will be. But on this matter, as well as on several 
others, our medical leaders certainly are between 
the Scylla and Charybdis. 

—Vincent T. M.D., Editor 


Weekly Bulletin of the Jackson County 
(Missouri) Medical Society 
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Diverticula of the colon. 
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BY J. D. ENTERLINE, M.D. 
Millwood, Washington 


Diverticulosis and Diverticulitis of the Colon 


It is doubtful if any treatment for diverticulosis is either needed or indicated. 


However, the patient with acute diverticulitis can be helped by bed rest, drugs such as 
sulfathaladine or the antibiotics, and by a low-residue diet. Surgical treatment is usually 


Ir 1s highly important to note the difference be- 
tween diverticulosis, an almost normal accompani- 
ment of age and a condition which perhaps never 
produces symptoms, and diverticulitis which is a 
serious inflammation of some diverticula and of the 
neighboring colonic wall. Unfortunately, even some 
textbook writers fail to recognize the distinction 
between the two conditions. 

A diverticulum is an outpouching of the colon 
due to weakness of the wall. Diverticula are clas- 
sified as congenital or acquired. We are concerned 


- in this discussion only with the acquired variety. 


Diverticulosis refers to the condition in which mul- 
tiple diverticula occur along the colon. 

Diverticulitis is an inflammation of one or more 
diverticula. Usually the lesion is around the sig- 
moid colon. 

The exact method of production of diverticula 
is not known. The little hernias of the mucosa 
through the muscle occur at points of least resist- 
ance, probably where a blood vessel comes through. 

Diverticula may occur anywhere along the colon, 
but 80 per cent of them occur in the sigmoid region. 

They seldom appear before the age of 35 years, 
and it is estimated that about 95 per cent of the 
persons who carry them are 50 years of age or older. 
Diverticulitis appears to be a rare disease. Doc- 


reserved for those cases in which the inflammation around the bowel does not subside. 


tors at some of the big clinics have stated that they 
can go two or three years without seeing a case. 

A diverticulum has only two layers of mucosa 
and peritoneum forming its wall. It has no muscle, 
and hence one wonders how it can possibly expel 
the feces that must at times pack into it. Actually, 
it does expel or at least lose its contents. Perhaps 
they liquefy and run out. 

One would expect the diverticula to get inflamed 
every so often, but Dr. H. E. Robertson, pathologist 
at the Mayo Clinic, remarked again and again, 
that he had seen thousands of them during the 
years, and very rarely had he ever seen any sign 
of inflammation in or around one. Just why one of 
them gets badly inflamed at times is not known. 

When serious infection does come in a divertic- 
ulum, the pouch is likely to perforate, thus form- 
ing a little sinus which may burrow around in the 
pelvis and may eventually come out in the urinary 
bladder. Then the patient will pass a little gas 
and feces in his urine. Segments of small bowel 
will become fastened around the infected segment 
of colon. Small abscesses are likely to form around 
the bowel. Often an attack of diverticulitis will 
quiet down, only to flare up again after 6 months 
or a year. 

Obviously then, the four main complications of 
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diverticulitis are likely to be perforation of the 
bowel, abscess formation, fistula formation, and ob- 
struction to the lumen of the gut. 


Symptoms 


Naturally, if one questions a group of elderly 
persons each of whom has diverticula scattered 
along the colon, many will admit that they have 
had trouble with constipation, an occasional stom 
achache, an occasional attack of diarrhea, or an 
occasional attack of indigestion. The question then 
will be, is the frequency of such complaints greater 
in a group of elderly persons with diverticula than 
in a group of persons of similar age without diver- 
ticula? No good answer to this question has as yet 
been obtained. Most impressive is the fact that 
some older persons with a hundred or more diver 
ticula clustered along the colon have a_ perfect 
digestion and never any discomfort in the abdomen. 
Their experience is probably the strongest evidence 
we have to indicate that diverticula need produce 
no symptoms. The fact that they are so seldom in- 
flamed and that they keep filling and emptying in 
a fairly short time, again makes it highly probable 
that they produce no symptoms. 

Diverticulitis should always be thought of when 
a patient comes in with a story of having had one 
or more attacks of pain and distress in the lower 
left quadrant of the abdomen. Sometimes the attack 
will be so acute that the physician will suspect a 
left-sided appendicitis. With the attack there is 
usually some fever, perhaps some nausea, crampy 
pains, constipation, and occasionally a little diarrhea 
with some blood in the feces. Commonly after a 
day or two a sausage-like mass can be felt in the 
region where the pain is. 

Laboratory studies are likely to show some leu- 
kocytosis and an elevated blood sedimentation rate. 
There will usually be tenderness in the left lower 
quadrant with perhaps some spasm of the overlying 
muscles. A mass can be felt in about one-third of 
the cases. If the inflammation involves the urinary 
bladder, there may be some discomfort on urination. 

When the physician thinks he is dealing with 
an acute diverticulitis, he had better not pass a sig- 
moidoscope, and he certainly should not give bari- 
um by mouth. This might bring on an acute ob- 
struction with serious results. Sometimes a little 
barium can be given by rectum, but then the enema 
should be stopped the minute it is obvious that 
there is marked spasm and obstruction in the sig- 
moid region. 


Curiously, in practically all cases the segment of 
bowel involved is one about 4 inches long connect- 
ing the end of the descending colon with the be- 
ginning of the sigmoid loop. No one knows just 
why this particular segment is almost always at- 
tacked. 

After an acute inflammation quiets down, the 
physician may have to deal with a subacute or 
chronic type of diverticulitis. The local mass may 
remain; there may be continuation of constipation, 
and there may be occasional flare-ups of fever. The 
nature of the symptoms which develop will depend 
partly on the way in which the diverticulitis pro- 
duces obstruction, perforation, abscesses, or fistulas. 
Much will depend on the location of the areas 
which the fistulas invade. 


Examination 


After the inflammation has quieted down, a sig- 
moidoscope can be passed. Perhaps the most im- 
portant diagnostic point will then be that the sig- 
moid region will be found so bound down that the 
instrument cannot be passed for more than 10 cm. 
or so. Ordinarily it can be passed for 24 cm. Some- 
times the mouths of diverticula can be seen through 
the sigmoidoscope. Rarely can the sigmoidoscope be 
passed up to the point of inflammation. No stren- 
uous effort should be made to do this because of 
the fear of possible perforation. 

When the inflammation has calmed down, a 
barium enema can be given, but then even an 
experienced roentgenologist may have some difh- 
culty in differentiating diverticulitis and carcinoma. 
Usually in cases of diverticulitis the segment of 
bowel involved is longer than it is with carcinoma. 
With carcinoma there is more likelihood of there 
being a napkin-ring constriction with sharp edges. 
Often with diverticulitis the roentgenologist can 
see that the area involved is heavily lined by di- 
verticula. The more expert the roentgenologist, the 
more likely he is to make the correct diagnosis. In 
rare cases the barium will go through into an ab- 
scessed pocket or more rarely it will outline a sinus. 


Differential Diagnosis 


The three conditions most often confused with 
an acute diverticulitis are acute appendicitis, car- 
cinoma of the sigmoid flexure, and a pelvic mass or 
inflammation. 

Very helpful in making the diagnosis is a history 
which shows that the patient has had previous at- 
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tacks which were probably due to diverticulitis. 
The history of one or two such attacks will com- 
monly rule out cancer of the colon better than any- 
thing else will. 

If possible, the patient ought to be tided over 
without operation because it is dangerous for a 
surgeon to go into the highly infected field around 
an inflamed sigmoid loop. Furthermore, many a 
surgeon who has gone into the abdomen hoping to 
make a differential diagnosis between carcinoma 
and diverticulitis has been no wiser after he has 
looked at or palpated the mass. Many a time when 
he has pulled off segments of small bowel and has 
tried to get down to where he could see the sig- 
moid, the patient has died as a result of the infec- 
tion being scattered throughout the peritoneal cav- 
ity. Sometimes the surgeon will wonder if he is 
dealing with a badly inflamed Fallopian tube or a 
patch of chronic ulcerative colitis or a stone in the 
left ureter or an ectopic pregnancy. 

The fact that the roentgenologist has demon- 
strated diverticula in the colon does not help much 
in the diagnosis because there is such a high per- 
centage of normal oldsters who have diverticula 
without any symptoms. 


Treatment 


For diverticulosis there is probably no treatment 
needed or indicated. Some physicians have advo- 
cated a diet which is bland and nonconstipating. 
Some patients are told to avoid eating seeds and 
skins and fibrous foods, and to avoid constipation. 
Actually no one knows whether these instructions 
are needed or justifiable. The fact that millions of 
persons with many diverticula are perfectly com- 
fortable throughout the last 30 or 40 years of life 
would indicate that no diet is needed or advisable. 

The condition is somewhat different when a man 
has had one or more attacks of diverticulitis which 
have subsided under medical treatment. Then he 
will be glad to do anything possible to avoid getting 


PROBLEM CHILDREN 


another spell. In such cases all that we advise is a 
small enema of physiologic salt solution taken every 
day. This helps to keep the sigmoid region empty 
and clean. 

The patient with acute diverticulitis had better 
go to bed. Heat can be applied to the abdomen if it 
is desired. Low enemas of physiologic saline solu- 
tion run in without much pressure may possibly do 
some good. They might also do some harm. Today 
much help can be obtained from such drugs as sul- 
fathalidine and from antibiotics, such as aureo- 
mycin and terramycin, which tend to sterilize the 
bowel. During an attack it may help much to give 
a low-residue diet, which will be digested prac- 
tically entirely in the small bowel. For this purpose 
the best foods are meat, cooked eggs, rice, sago, 
tapioca, and fruit juices. Milk should never be 
given because it leaves a large residue for the 
colon. 

Even in the days before antibiotics and sulfa 
drugs were available, many attacks of diverticulitis 
quieted down. In a few cases chronic pelvic in- 
flammation was left which tended to pull the pa- 
tient down. 

Surgical treatment is generally reserved for those 
cases in which the inflammation around the bowel 
does not quiet down sufhciently. Abscesses may 
have to be opened and drained, and sinuses may 
have to be closed. Occasionally the involved seg- 
ment of the colon must be removed. Sometimes 
first, an artificial anus must be made so that the 
local inflammation in the pelvis can quiet down. 
Today the operations are much less dangerous be- 
cause antibiotics can be dusted around the colon. 

Fortunately the surgeon seldom needs to operate 
because of intestinal obstruction. The colon will 
tolerate a great deal of obstruction without produc- 
ing serious symptoms. This is especially likely to 
be true if a nonresidue diet is adhered to. 

According to some surgeons it is not sufficient 
to make a colostomy alone, but the infected seg- 
ment of colon must be removed. 


lr HAS RECENTLY BEEN FOUND that the so-called lie detector works in a curious way when prob- 
lem children are being studied. Instead of showing a “storm” on the record when something is 
said to them that might easily arouse anger or fear or some other strong emotion, they keep their 
“dead pan” face and they fail to show any reaction. Some 85 per cent of the children studied 


in penal institutions had this type of reaction. 
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What Others Are Saying. . . 


SrupeEnt polls taken by the Council on Medical 
Education and Hospitals of the American Medi- 
cal Association over a period of the last three 
academic years indicate that the percentage of 
students planning to enter general practice has 
increased from 36 per cent to 47 per cent, and 
that the number planning to specialize has de- 
creased from 36 per cent to 31 per cent. During 
the academic year 1949 to 1950, 31 classes in 19 
medical schools were polled by their schools to 
determine the students’ plans with respect to 
practice. The over-all averages for the students 
in the 31 classes were as follows: 47 per cent 
planned to enter general practices and 31 per 
cent to specialize; 22 per cent were undecided. 


What Others Are Saying. . . 


A Crayton, New Jersey, country medico, Dr. 
Benjamin Broselow, has organized a free clinic 
from noon to 2:00 p.m. every Monday for any 
indigent resident of Gloucester County who 
cares to visit him. The reason we know this is 
that Doctor Broselow chose to announce it to a 
reporter for the New York Times. We are per- 
fectly sure that at least 3,759 other country doctors 
in large states and small are doing the same sort 
of thing without bothering to tell it to the press. 
In other words, we are reasonably certain that 
we have been getting the benefits of “socialized” 
medicine all along without our having to pay 
the costs of a centralized Department of Wel- 
fare. 

While we sympathize with those doctors who 
feel embarrassed about advertising their own 


Physicians Entering General Practice 


Note to Oscar Ewing 


Forty-two schools have programs specifically de- 
signed to stimulate the interest of students in 
careers in general practices. Thirteen schools re- 
port the establishment of preceptorships with 
practicing physicians as regular assignments in 
the medical school course, nine having estab- 
lished them within the last two years. Fifteen 
schools are sponsoring in their affiliated hospitals 
internships specifically designed for prospective 
general practitioners. Twelve schools are spon- 
soring residencies in their affiliated hospitals for 
prospective general practitioners. Several other 
schools have similar programs under considera- 
tion.—Journal of the Association of American 
Medical Colleges, November, 1950. 


good works, we wish they would all emulate 
Doctor Broselow and speak up. In this age of 
“damnable reiteration” the only way to silence 
the proponents of federal medicine is to drown 
them out with a constant repetition of the stand- 
ing truth that America can voluntarily take care 
of its own. This even goes for the CIO which, 
despite its public commitment to the ideas of 
Oscar Ewing, has recently decided to open union- 
backed eye-care centers in Buffalo, New York, 
and elsewhere. . . . The CIO had better be 
careful or it may yet prove to even its blindest 
members that Mr. Ewing is neither wanted nor 
needed in a nation that can do wonders by the 
ancient method of voluntary association for 
agreed-on social ends.—The Freeman, January 
8, 1951. 
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BY J. ARTHUR MYERS, M.D. 


Minneapolis, Minnesota 


There are only two specific findings in tuberculosis: the tuberculin reaction and 


the recovery of tubercle bacilli. While x-ray inspection of the chest has a 


definite place in diagnosis, it has serious limitations, and from the film alone 


AtHoucu tuberculosis mortality rates have mark- 
edly decreased in the United States since 1900, 
morbidity rates have been increasing over the past 
few years. It is probable that mortality rates will 
soon begin to increase. Wherever a large number of 
people become infected with tubercle bacilli over a 
relatively short period of time, the increase in prev- 
alence of tuberculosis is first shown by the tuber- 
culin reaction. This increase is not appreciably re- 
flected in morbidity until several years later. This is 
because an extremely small percentage of persons 
who become infected first present clinical manifesta- 
tions of the disease immediately or within a year or so. 
Among those who fall ill, there is a period of sev- 
eral years before enough of them die to appreciably 
affect the mortality rates. 

There is no doubt that an increase in tuber- 
culosis has occurred among the citizens of the 
United States in the past few years. During and 
since World War II, more than 15 million of our 
men and women have served with our military in 
foreign countries. In some of these nations tuber- 
culosis is prevalent. Through association with con- 
tagious cases, many of our people became infected 
with tubercle bacilli and thus developed primary 
tuberculous lesions. In one large university, where 


one is never justified in stating that there is no tuberculosis in the the lungs. 


they been tested would have reacted to tuberculin, 


6.4 per cent of entering students reacted to tuber- 
culin in 1945, the incidence of reactors was 19.3 
per cent in 1946 when a large number of the en- 
tering students were back from military service 
abroad. This was an increase of 201.6 per cent. It 
is reasonable to believe that a similar increase oc- 
curred throughout the country as the result of in- 
fections sustained while serving abroad. Enough 
time has now elapsed for clinical tuberculosis to 
mature in a considerable number of these persons, 
so that an increase in morbidity for the nation is 
being recorded. 

Another cause for the increase in tuberculosis 
morbidity is the infiltration of displaced persons 
from other parts of the world where tuberculosis is 
rife and where most adults have tubercle bacilli- 
containing lesions and thus react to tuberculin. 
Adult tuberculin reactors with clear x-ray films of 
their chests are likely to have clinical tuberculous 
lesions evolve in their bodies. These become con- 
tagious before significant symptoms appear. Despite 
the fact that the hundreds of thousands of displaced 
persons who have been admitted to this country 
may have had clear x-ray films at the ports of em- 
barkation or upon arrival here, most of them had 
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indicating the presence of at least primary lesions. 
Therefore, clinical tuberculosis is certain to evolve 
in the bodies of many of these displaced persons 
and, in fact, has already done so in an appreciable 
number. Those who have become contagious have 
spread their tubercle bacilli to their associates. 

Mass chest x-ray surveys have been valuable in 
the visualization of shadow-casting lesions within the 
chest. While x-ray shadows are not pathognomonic 
a good many lesions so found proved to be tuber- 
culous. Obviously these increase the number of 
cases reported to health departments but do not 
necessarily indicate an increase in tuberculosis in 
the country. Cases were found earlier by this tech- 
nique which might not have come to light until 
some subsequent time, and some would have 
healed spontaneously without their presence hav- 
ing been known. 

The present increase in tuberculosis only en- 
larges our problem. It has probably set us back one 
or two decades. However, we are dealing with the 
same type of tuberculosis as we did in the past and 
can control it by the same methods. The theory so 
long expressed and labored, that tuberculous infec- 
tion postponed to adulthood results in a more seri- 
ous form of disease than that acquired in child- 
hood, has proved to be a myth in this country. 

In most parts of the United States there is now a 
higher percentage of persons of 50 years and older 
who have tuberculosis than those from birth to 50 
years. Indeed, in this country, the mortality rate 
now reaches its height after the age of 50 years. 
This probably is because our older people had al- 
most no protection against human and bovine types 
of tubercle bacilli when they were young. 

The main tuberculosis problem for the medical 
profession today is not only to go back where we 
were 10 or 20 years ago and start over, but also 
to prevent the disease from making further in- 
creases. This will be a herculean task because of 
the number of persons who became infected in 
military service and the displaced persons who will 
continue to develop contagious disease before it is 
detected. This is in addition to our usual tuber- 
culosis load before World War II began and before 
displaced persons arrived. Despite the statement so 
often heard, that tuberculosis is a social problem 
with a medical aspect, the fact remains that all the 
diagnostic and therapeutic work and much more 
must be done by physicians. 

We are fortunate in now having the best arma- 
mentarium known in history, as well as having 
various procedures so standardized that a high de- 


gree of specialization is unnecessary, except in a 
limited number of cases in which the patient may 
require such special diagnostic procedures as bron- 
choscopy or chest surgery as a part of the treatment. 

There is no phase of tuberculosis work as impor- 
tant as accurate diagnosis. Yet it has been the phase 
most neglected by the medical profession. This has 
been especially true since the advent of extensive 
use of x-ray inspection of the chest; diagnosis in 
large numbers have been made on the basis of x-ray 
shadows alone. Many physicians have made no at- 
tempt to obtain specific evidence before arriving at 
diagnoses. There are only two specific findings in 
tuberculosis, namely, the tuberculin reaction and 
the recovery of tubercle bacilli. If one or both of 
them is not present, the physician is never justified 
in making a diagnosis of tuberculosis, regardless of 
severity of symptoms or extent of demonstrable dis- 
ease as revealed by conventional physical examina- 
tion and x-ray shadows. 


Indispensability of the Tuberculin Test 


The tuberculin test is our sheet anchor whether 
we are dealing with an individual or with a large 
population. This test quickly and accurately in- 
forms us with rare but unimportant exceptions as 
to whether tubercle bacilli are present in any ex- 
aminee’s body. This is true both for children and 
adults. Everyone who reacts to tuberculin has tuber- 
culous lesions. They may be only those of primary 
complexes and of no clinical significance at the 
moment, or on the patient's first visit, clinical dis- 
ease may have evolved so as to be located by other 
modes of examination. If clinical lesions are not 
already present, they may evolve at any time in the 
future, and therefore the adult tuberculin reactor 
must be kept under surveillance. 

Types of Tuberculin. Two kinds of testing ma- 
terial are available, namely, old tuberculin, which 
has been in use since Koch first produced it in 
1890, and purified protein derivative (P.P.D.). 
Either of these preparations is satisfactory when 
properly prepared and administered. Most tuber- 
culin used in this country is made from the human 
type of tubercle bacillus. It is effective in detecting 
infections caused by both bovine and human types 
of tubercle bacilli. 

Methods of Administration. Many methods have 
been devised for administering the tuberculin test. 
The most satisfactory is the intracutaneous injec- 
tion of Mantoux. The patch test has been revived 
in recent years and it is probably as effective 
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FIGURE 1: When 18 years old (1941) this man did not re- 
act to tuberculin. He entered the army in 1943 and spent 
considerable time in Europe. He received a regular dis- 
charge in March 1946. The tuberculin test was not ad- 
ministered after 1941 until March 1948, when he reacted. 
The same month the shadow-casting lesion in the left 
apex was found and gastric washings contained tubercle 
bacilli. FIGURE 2: This man of 50 years was born in 
Poland. He entered the United States via New York 
October 27, 1949, as a displaced person, sponsored by a 
church. On June 2, 1950, he was found to have active 
pulmonary tuberculosis and tubercle bacilli were present 
in his sputum. He was admitted to a sanatorium June 20, 
1950. FIGURE 3: This man of 25 years had an unsuspected 
lesion found in the upper lobe of the right lung during a 
mass x-ray survey in 1942. He reacted to tuberculin and 
tubercle baci!li were found in his sputum. 


as the first dose by the intracutaneous method. 
Dosage. The first dose of old tuberculin consists 
of 0.1 cc. of a solution of one part of tuberculin to 
999 parts of diluent. Of this solution, 0.1 cc. con- 
tains 0.1 mg. of tuberculin. If one desires to use a 
stronger dose for those who do not react to the first, 
0.1 cc. of a solution consisting of one part of tuber- 
culin in 99 parts of diluent (containing | mg. of 
tuberculin) is administered. Some state and munic- 
ipai boards of health provide these dilutions with- 
out charge, fresh every two weeks, to physicians 
who desire to use them. 

When P.P.D. is employed, the directions for 
making dilutions of desired strengths are on the 
package. Studies are in progress on an intermediate 
dose of tuberculin which may obviate the need of 
two doses for those who do not react to the first. 
No doubt this will be adequate for persons recently 
infected or reinfected who still have a high degree 
of allergy. Probably it will not suffice for those 
whose infections are of long standing and whose 
allergy has waned to low levels. 

The Reaction. The characteristic tuberculin re- 
action consists of an area of edema or induration, or 
both, of five millimeters or more in diameter. Areas 
of lesser diameter should be classified as question- 
able and retesting should be done a month or so 
later. In some parts of this country, particularly the 
south, discoloration of the skin appears with some 
frequency following the administration of the sec- 
ond dose of tuberculin. These are not character- 
istic reactions and it is suspected that they may be 
due to nonpathogenic acid-fast organisms such as 
those soil bacteria found by veterinarians to be re- 
sponsible for atypical reactions in cattle. 
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FIGURE 4: This man of 40 years reacted to tuberculin in 
1928. X-ray films of his chest were clear. He had x-ray 
film inspections made periodically and all were clear until 
1950, when shadow-casting lesions appeared in both lungs, 
as seen in this illustration. FIGURE 5: This woman of 21 
years had a diagnosis of pulmonary abscess, right lung, 
from x-ray shadow alone. After several months of medical 
treatment, the tuberculin test was administered and she 
reacted characteristically. The sputum was then examined 
and found to contain tubercle bacilli. She died a few 
weeks after the diagnosis of tuberculosis was established. 
FIGURE 6: This woman of 43 years had tuberculous cer- 
vical nodes treated by x-ray about 15 years ago. She re- 
acted to tuberculin then, and again in 1948. In September, 
1950, her left lung appeared clear. Note definite evidence 
of disease (left lung) on November 9, 1950. 


Information Obtained from Test. It is nearly al- 
ways safe to conclude that the individual who does 
not react to tuberculin, properly administered, is 
free from tubercule bacilli. One exception is the 
person who has been infected within a few weeks 
before the test is administered and whose sensitivity 
is not vet sufficiently developed. The other is an in- 
dividual who has long-standing primary lesions 
without reinfections or those persons who have ex- 
tensive tuberculosis such as acute fatal forms or 
terminal chronic lesions. Those who react char- 
acteristically to tuberculin, regardless of age, have 
at least primary tuberculous lesions usually contain- 
ing living tubercle bacilli. 

Who Should Be Tested with Tuberculin. All per- 
sons beyond the age of two months should have the 
tuberculin test to determine the presence or absence 
of tubercle bacilli in their bodies. No one has been 
adequately examined for tuberculosis unless the 
tuberculin test has been administered. Periodic test- 
ing does not sensitize the individual's tissues. With 
the described dosage the test may safely be given 
in the presence of active tuberculosis. 

What Should Be Done with Reactors and Non- 
reactors. When a tuberculin reaction is elicited, the 
individual should be completely examined at once 
for the presence of demonstrable clinical thoracic 
and extrathoracic lesions. If none is found, such 
examinations should be repeated every 6 to 12 
months. The reacting child is far more likely to 
develop extrathoracic lesions such as those of the 
bones and joints than pulmonary lesions, whereas 
the adult more often exhibits pulmonary tubercu- 
losis. Therefore every adult’s periodic examination 
should include x-ray inspection of the chest. These 
periodic examinations should be continued as long 
as the individual reacts to tuberculin, regardless of 
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FIGURE 7: This woman of 38 years responded to a photo- 
fluorographic survey. She was called back for a conven- 
tional film of her chest, from which a diagnosis of far-ad- 
vanced pulmonary tuberculosis was made, and she was 
admitted to a sanatorium. There she did not react to 
tuberculin and tubercle bacilli were not recovered. Nec- 
ropsy revealed extensive bilateral bronchiectasis with no 
evidence of tuberculosis. FIGURE 8: This man of 42 years 
presented extensive shadow-casting lesions which were re- 
ported as representing far-advanced pulmonary tubercu- 
losis at one time, and third stage silicosis another. He did 
not react to tuberculin and tubercle bacilli were not re- 
covered from his gastric washings. No specific evidence of 
any disease was found. At necropsy the etiologic agent was 
not found by microscopic or chemical methods. FIGURE 9: 
This man of 25 years had a diagnosis of pulmonary tuber- 
culosis made from x-ray shadows alone. He was hospital- 
ized, but he did not react to tuberculin and tuberculin 
bacilli were not found. Eventual findings justified a diag- 
nosis of clinical coccidioidomycosis. 


age. With extremely rare exceptions, it is only 
tuberculin reactors who develop clinical tubercu- 
losis. Hence the importance of being on the alert 
for the evolution of this disease among them. 

In some persons all tubercle bacilli die, after 
which the sensitivity to tuberculin disappears and 
no reaction is elicited from the test. Therefore, re- 
testing of tuberculin reactors every four or five 
years usually detects such individuals. Persons who 
do not react on the initial test should have tuber- 
culin administered annually in order to have any 
infection detected that may have occurred during 
the year. 

Incidence of Tuberculin Reactors. The belief 
that most adults in this country have been infected 
with tubercle bacilli and are sensitive to tuberculin 
is obsolete. Isolating in institutions large numbers 
of persons with contagious tuberculosis, rendering 
many noncontagious by treatment, and preventing 
others from becoming contagious, as well as effec- 
tive control of tuberculosis among domestic animals, 
particularly cattle, has resulted in a tumbling down 
of the infection attack rate. There are now several 
states in which not more than 3 to 5 per cent of 
grade school children and 5 to 10 per cent of high 
school students react to tuberculin. Indeed, there 
are many grade schools in which no reactors exist. 
There are counties in which less than 25 per cent 
of the adults are reactors to tuberculin. 

Although the tuberculin reaction indicates the 
presence of tuberculous lesions, it provides no in- 
formation as to their location or as to whether there 
has been any development beyond primary disease. 
Primary lesions which result in sensitivity of the 
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FIGURE 10: This man cf 53 years complained of having 
had bronchitis for 13 years which had become worse dur- 
ing the past year. He also complained of fatigue. X-ray 
inspection of his chest revealed evidence of disease in the 
left lung. He reacted to tuberculin and acid-fast bacilli 
were recovered from his sputum. Treatment was instituted 
for tuberculosis. Nine months later he became suddenly 
ill and died within a few weeks. Necropsy revealed pri- 
mary carcinoma of the left lung with metastasis to the 
brain. FIGURE 11: This man of 23 years presented evi- 
dence of calcium deposits in the right lung and hilum 
region on routine chest x-ray film inspection. This was 
reported as a primary tuberculosis complex. He did not 
react to tuberculin. Since he had lived in a state where 
histoplasmosis is endemic, a histoplasm test was admin- 
istered, which resulted in a characteristic reaction. FIGURE 
12: This woman of 74 years was found to have evidence of 
extensive disease in the left lung in October, 1949. Tuber- 
cle bacilli were discovered from her sputum. The disease 
was classified as far-advanced tuberculosis. 


tissues to tuberculin are a prerequisite for the de- 
velopment of both acute and chronic reinfection 
(clinical) types of tuberculosis. Therefore, only 
tuberculin reactors fall ill or die from tuberculosis. 


Periodic Examinations of Reactors 


The percentage of persons who have no evidence 
of tuberculosis except the tuberculin reaction, but 
who later develop clinical lesions, is far greater 
than is generally believed. Careful analyses led 
Bogen to conclude that 50 per cent of infected 
persons at some time have clinical lesions and that 
10 to 20 per cent of them ultimately die from tuber- 
culosis. In any country in which tuberculous in- 
fection has been universal by the time young adult- 
hood is attained, tuberculosis causes from one-fourth 
to one-third of deaths from all causes. 

Obviously therefore, it behooves every physician 
to test all examinees with tuberculin and to rec- 
commend periodic examinations of the reactors. 
These periodic examinations should always include 
x-ray film inspection of the chest but should never 
be limited to just this procedure. Clinical tubercu- 
losis develops in other parts of the human body, 
and therefore a general examination should always 
be made. Chronic pulmonary tuberculosis which 
usually develops in adults rarely produces symp- 
toms in the early course of its development. When 
such lesions begin to evolve, they are usually too 
small and not dense enough to cast visible shadows 
on x-ray films. Those which continue to increase in 
size later become large enough so that their loca- 
tion can be determined by the x-ray shadows they 
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cast. If one is periodically examining tuberculin 
reactors, the shadows of these lesions will usually 
be seen on an average of two to three years before 
symptoms appear or signs are elicited by the con- 
ventional physical examination. 

When one makes a diagnosis of chronic pul- 
monary tuberculosis in this stage of its develop- 
ment, the lesions usually have not broken down 
and are in the precontagious stage. Their treatment 
is greatly facilitated by not requiring strict con- 
tagious disease technique. If such follow-up of 
tuberculin reactors is not practiced a considerable 
number of lesions become moderately advanced and 
in some, far advanced, before symptoms are pres- 
ent. Thus tuberculosis may be wholly unsuspected 
until a shadow is seen on the x-ray film. Therefore 
it can be concluded that the x-ray justifies its use 
in every examination. 


Limitations of X-Ray in Diagnosis 


Along with its great value, the x-ray has serious 
limitations which have been responsible for many 
diagnostic errors. Some of the more important limi- 
tations are: 

1) An xray shadow is never pathognomonic. 
The shadows cast by tuberculous lesions may ap- 
pear identical to those of lesions of a number of 
other diseases. Therefore, diagnosis can never be 
made with any degree of certainty from x-ray 
shadows alone. Most pulmonary diseases are caused 
by microscopic organisms and cells which one can- 
not expect to identify by naked-eye inspection of 
x-ray shadows. This is true of all kinds of lesions 
ranging from small soft infiltrates to dense deposits 
of calcium and bone. 

2) Lesions must have attained such size that they 
are classified as gross pathologic processes before 
they cast visible x-ray shadows. Therefore, all le- 
sions that are below the range of naked-eye vision 
are missed by x-ray inspection. Thus, numerous 
tuberculous lesions may be present in the lungs 
of persons whose x-ray films appear entirely normal. 
It is only when such lesions evolve to macroscopic 
size that the x-ray becomes helpful. Many primary 
pulmonary lesions never become large enough or 
dense enough to cast x-ray shadows. In fact, in the 
majority of persons who react to tuberculin and 
thus have primary tuberculosis complexes, x-ray 
films of their chests are clear, unless reinfection 
type of disease has evolved to macroscopic size. 

Even macroscopic lesions must be of sufficient 
consistency to obstruct x-rays before they cast 
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shadows seen on films. This explains the absence of 
shadows on the chest x-ray films of about 50 per 
cent of persons who have generalized miliary tuber- 
culosis although tubercles in the lungs are plainly 
visible to the unaided eye on necropsy. Those tuber- 
cles, even though macroscopic, composed mainly 
of epitheloid cells, do not cast visible shadows. It 
is only when collagen or caseous material or both 
enter into the composition of tubercles that x-ray 
shadows are cast. 

3) Only about 75 per cent of the lungs is vis- 
ualized on the usual postercanterior film of the 
chest. The remaining 25 per cent is obstructed from 
view by the dense shadows of the heart, the dia- 
phragm, etc. Therefore, on the usual x-ray film of 
the chest, sizable lesions in this 25 per cent of the 
lungs escape detection. 

Thus from the x-ray film of the chest alone one 
is never justified in stating that there is no tuber- 
culosis in the lungs even though the film appears 
normal in every respect. At any time subsequent to 
finding a clear film of the chest of a tuberculin re- 
actor, lesions may become large enough or sufh- 
ciently dense to cast shadows. Hence, one cannot 
overemphasize the importance of periodic x-ray film 
inspection of the chests of all adult tuberculin re- 
actors. 

In acute exudative forms of tuberculosis which 
are often due to bronchogenic spread of tubercle 
bacilli, large shadow-casting lesions may be in evi- 
dence within a few months or even a week or so 
after a film of the same person’s chest appeared en- 
tirely clear. Although this occurs, the chronic type 
of lesion is more likely to develop in lungs of tuber- 
culin reactors. The evolution of chronic lesions 
usually is so slow that intervals of 6 to 12 months 
between x-ray inspections of the chest of tuber- 
culin reactors suffice. 

It must be emphasized that x-ray inspection of 
the chest often brings to light the presence and lo- 
cation of lesions which cannot be found by any 
other phase of the examination. At the same time, 
it must be just as strongly stressed that the etiology 
of these lesions cannot be diagnosed from the x-ray 
shadows they cast. When an x-ray shadow is seen, 
whether it be at the time of the first x-ray inspec- 
tion of an individual or one which has just ap- 
peared in a person who has had periodic examina- 
tions, all that one can conclude with certainty is that 
an area of disease exists. Consequently, an attempt 
to determine the etiology of this particular disease 
will have to be made by other phases of the exam- 
ination. 
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Mass X-Ray Surveys 


Mass x-ray surveys were employed in this coun- 
try in the early 1920s, but their usage has been 
greatly extended over the past few years. In fact, 
14 million photofluorographic inspections of chests 
were made in the United States in 1949. In addi- 
tion, millions were made on regular x-ray films in 
the offices of physicians, in hospitals, clinics and 
the like, so the total number was probably about 
25 million. 

The vast majority of these photofluorograms and 
x-ray films were clear. However, in a small percent- 
age, shadow-casting lesions of various extents and 
in all parts of the lungs were revealed. These rep- 
resented a hodge-podge of diseases such as _tuber- 
culosis, malignancy, pneumonia, pneumoconiosis, 
bronchiectasis, abscess, histoplasmosis, coccidioido- 
mycosis, atelectasis, etc., not one of which could be 
identified with certainty from the x-ray shadows 
alone. Some of these lesions were of recent develop- 
ment; others had been present and stabilized for 
decades. Some were active and progressive, but this 
could not be determined from a single x-ray film 
inspection. 

In a considerable number of mass x-ray surveys 
of the chest, practically all shadows have been re- 
ported as representing tuberculous lesions without 
other phases of the examination having been done. 
This has been most unfortunate not only for the 
individuals who publicized the surveys but for the 
very cause itself. Usually when complete examina- 
tion was made of persons found to have shadow- 
casting lesions which were prematurely diagnosed 
in surveys as tuberculosis, the number of persons 
proved to have actual clinical tuberculosis requiring 
treatment dropped from thousands to hundreds or 
from hundreds to tens. Nothing can be more detri- 
mental to the widespread use of x-ray inspection 
of chests than making diagnoses from shadows 
alone. Such guess work is not necessary since the 
medical profession has the armamentarium for ac- 
curate determination of etiologies of shadow-casting 
lesions in most cases. 

Properly conducted mass x-ray surveys have 
created a great deal of work for practicing physi- 
cians since many individuals with shadow-casting 
lesions have been and are being referred to their 
private physicians for diagnosis. Many of these 
cases can be disposed of promptly as they have 
nothing more than evidence of calcific deposits in 
the pulmonary parenchyma or hilum region, pleural 
thickening, adhesions causing tenting of the dia- 


phragm, obliteration of costophrenic angles, etc. In 
some groups as many as 10 per cent of the shadow- 
casting parenchymal lesions have been found to 
represent acute infection producing pneumonitis, 
and the shadows had completely disappeared by 
the time private physicians were consulted. On the 
other hand, there are lesions both small and large, 
the etiology of some of which may be quickly de- 
termined by the presence of the tuberculin reaction 
and the recovery of tubercle bacilli from the 
sputum. In others, malignant cells, fungi, such as 
Histoplasma capsulatum and other specific organ- 
isms of disease may be recovered from the sputa or 
stomach washings. 

If malignancy is suspected from the individual’s 
age, etc., biopsy materials should be obtained by 
thoracotomy. When the specific etiology is not 
found, it may be necessary to place the individual 
under observation. Throughout this period, which 
may require many months, frequent search should 
be made of sputa, throat clearings, and gastric 
washings for specific evidence of disease. Periodic 
x-ray inspections of the lesions should be made to 
obtain evidence of any change which may occur in 
its size, consistency, etc. 

In any sizeable group of persons with shadow- 
casting lesions there are those in whom accurate 
etiologic determinations cannot be made during life. 
Some such lesions have no bearing whatsoever on 
the individual’s health or longevity. Whatever their 
etiologies, they have long since been brought under 
control by the body's defense mechanism. There 
are also occasional cases with evidence of exten- 
sive disease, sometimes including cavitation, in 
which it is not even possible to determine etiology 
at necropsy. The etiologic factor that resulted in 
extensive fibrosis and various other pathologic states 
is no longer identifiable by bacteriologic or chem- 


ical methods. 


Specific Evidence Necessary for Diagnosis 


While the tuberculin reaction indicates the pres- 
ence of at least primary tuberculous lesions in the 
body, it does not prove that any given demonstrable 
lesion is tuberculous. Tuberculin reactors are as 
likely as nonreactors to develop nontuberculous pul- 
monary lesions. Therefore, the tuberculin reaction 
only informs one that a given lesion may be tuber- 
culous. The reaction only indicates the presence of 
tubercle bacilli in the body. The only other specific 
evidence for tuberculosis is the recovery of tubercle 
bacilli. Therefore they should always be sought 
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when a tuberculin reactor presents a pulmonary 
lesion. 

If sputum is present, a specimen should immedi- 
ately be submitted to the laboratory and properly 
stained for direct smear inspection. If acid-fast 
bacilli are seen, they may or may not be tubercle 
bacilli. However, their presence justifies a presump- 
tive diagnosis of tuberculosis. Pathogenicity studies 
should be begun immediately. One method is to 
attempt to culture the organism on special medium. 
If colonies develop, most likely they are tubercle 
bacilli. An even more accurate method consists of 
guinea pig inoculation. If acid-fast bacilli are not 
found in the sputum by direct smear from the ini- 
tial specimen, at least two more samples should be 
collected. Failure to find them in any of the three 
specimens does not prove their absence. Unless 
there are from 10,000 to 100,000 acid-fast bacilli 
present per cubic centimeter of sputum, they are 
not likely to be seen in direct smear. Therefore, 
culture or preferably animal inoculation studies 
should be made. 

Many tuberculin reactors with shadow-casting 
lesions do not produce sputum. From such lesions 
small numbers of tubercle bacilli may be eliminated 
and reach the pharynx through the bronchial tubes 
and trachea. They are then swallowed and may be 
found in stomach washings. These washings are 
best obtained just before the individual arises in 
the morning. About 5 minutes after a glass of water 
is ingested, the stomach contents are removed and 
immediately neutralized for bacteriologic study. 
Neutralization is exceedingly important, as the like- 
lihood of finding tubercle bacilli even though they 
are present diminishes the longer the specimen re- 
tains an acid reaction. 

The red blood cell sedimentation rate is often 
accelerated in cases of active tuberculosis. Unfortu- 
nately, this is not pathognomonic since several 
other conditions result in such acceleration. How- 
ever, when these conditions have been reasonably 
well ruled out, accelerated sedimentation rate may 
suggest activity of a lesion in question. 


Immunizing Substances 


With the exceptions already described, those per- 
sons who do not react to tuberculin properly admin- 
istered, regardless of presence or absence of x-ray 
shadows, can be told that they do not have tuber- 
culosis in any form. However, they should be ad- 
vised to have the tuberculin test repeated at least 
annually so that if infection is acquired, it will be 


© April, 1951 


detected with reasonable promptness. Since no de- 
pendable immunity develops from an attack of 
tuberculosis, there is no premise on which to rec- 
ommend so-called artificial immunizing agents for 
nonreactors to tuberculin. Dozens of “immunizing” 
substances have been produced and tried but none 
has gained universal acceptance. The one now in 
the limelight is BCG (Bacillus Calmette-Guerin). 
This is a bovine type of tubercle bacillus, isolated 
in 1902, which has been reduced in virulence and 
is introduced while alive into animal and human 
bodies. It has been thoroughly tried by the United 
States Bureau of Animal Industry and discarded 
for lack of efficaciousness. Veterinarians now refuse 
to use it. 

BCG has never been studied in humans by a 
satisfactory controlled experiment. There is consid- 
erable evidence that it may be harmful. In fact, 
BCG causes progressive and fatal tuberculosis 
among animals on deficient diets. It also kills sili- 
cotic animals. It becomes dangerously virulent when 
grown on some kinds of media in laboratories. 

In one large city where BCG has been exten- 
sively administered to infants, there has been a 
sharp rise in mortality in the last few years among 
children under 5 years old. At the same time, there 
was a marked decrease in mortality among persons 
over 20 years old. Therefore the physician who rec- 
commends the use of BCG to protect nonreactors to 
tuberculin against virulent tubercle bacilli assumes 
a responsibility of great proportion. 


What to Tell the Patient 


Individuals who react characteristically to tuber- 
culin, but present clear chest x-ray films and have 
no evidence of extrathoracic lesions, should be told 
they have primary tuberculous lesions which prob- 
ably contain living tubercle bacilli. They should 
also be informed that their disease may never cause 
illness or incapacity. At the same time, each one 
should be told that only persons who have these 
primary lesions and therefore react to tuberculin 
develop clinical tuberculosis. Since there is no way 
to determine at the moment which tuberculin re- 
actors will later have clinical disease evolve, all of 
them should be urged to report for examination 
at least once a year. This examination should al- 
ways include x-ray film inspection of their chests. 
It should also include a complete examination with 
special reference to those extrathoracic parts of the 
body in which clinical tuberculous lesions may 
evolve, i.e., kidneys, uterine tubes, bones, and joints. 
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Tuberculin reactors who present shadow-casting 
pulmonary lesions should be told of the importance 
of completing the examination to determine the 
etiologies of their disease. If tubercle bacilli are 
found in the sputa, the patients must be informed 
that their disease is contagious, and that strict isola- 
tion, preferably in a hospital or sanatorium, is nec- 
essary to prevent their tubercle bacilli from gaining 
entrance to the bodies of others. Such persons 
should also be informed that a period of treatment 
is necessary, the length of which will depend upon 
the extent of disease, response to treatment, etc. 
Rarely are persons with contagious ‘tuberculosis 
able to leave the institution in less than one year. 
Those with advanced disease usually need two or 
more years of hospitalization. The duration of treat 
ment can never be determined in advance in any 
case. This must be decided by the institutional staff 
members, who usually do not recommend discharge 
until maximum benetit has been obtained from in 
stitutional treatment. 

Those reactors with demonstrable lesions who are 
not eliminating tubercle bacilli may be placed on 
periods of observation and study in their homes and 
even while they remain at work. If they are in the 
cancer age, examination for this disease should be 
promptly carried out, since cancer may develop in 
the lungs of the tuberculin reactor as well as the 
nonreactor. Moreover, tuberculosis and cancer may 
coexist in the same area of a lung. 

When one is as certain as possible that cancer 
does not exist, the period of observation consists of 
recording symptoms which may be present such as 
temperature elevation and bacteriologic examina- 
tions of any sputum present and gastric washings 
every few weeks, with sedimentation rate determi- 
nations at the same time. X-ray inspection of the 
lesions should be made about once a month to de- 
termine whether they are becoming larger or 
smaller and also whether change is occurring with- 
in the lesions, such as evidence of excavation. If by 
these procedures, proof of progression is found, 
such as increase in size of the lesion or the appear- 
ance of cavitation even if tubercle bacilli are not 
recovered, the individual should have treatment 
instituted at once. Often when such cases are ade- 
quately treated, they can be prevented from falling 
ill or becoming contagious. 

When lesions are found to be receding, that is, 
becoming definitely smaller from time to time, the 
individuals should be apprised of the fact that they 
have active processes. In other words, the lesions 
have not stabilized; therefore they could at any time 


reverse and become progressive. Persons with such 
regressive lesions should be told to reduce their un- 
necessary activities to a minimum until the areas of 
disease have stabilized. 

When the period of observation of lesions origi- 
nally found in tuberculin reactors has extended 
over six months or a year and the lesions have 
shown no evidence of change in the x-ray shadows 
they cast, no symptom has been recorded, no other- 
wise explained change in the sedimentation rate has 
occurred, and tubercle bacilli have not been re- 
covered, they can be regarded as stable lesions. 
Such lesions may have been in precisely the same 
state for years or decades before they were dis- 
covered and they remain so throughout the indi- 
vidual’s lifetime. On the other hand, since stabilized 
lesions do not necessarily always remain so, after 
the period of intense observation is over, the in- 
dividual should be told that he should have an ex- 
amination every 6 or 12 months throughout life. 
On each examination the physician should consider 
the possibility of development of new lesions, both 
thoracically and extrathoracically. 

Tuberculin reactors who present evidence of cal- 
cification in the pulmonary parenchyma, hilum, or 
both, need the same observation as reactors with- 
out x-ray shadows of any kind. Calcifications are 
due to numerous causes. In fact, in some parts of 
this country far more of them result from fungus 
diseases than from tuberculosis. 

Special attention must be paid to adequate ex- 
aminations of the elderly people of this nation. The 
majority of them developed primary tuberculosis 
complexes and in some this residual disease, such 
as is found in caseous lymph nodes, contain the 
descendants of the tubercle bacilli which entered 
decades ago. Some of these lesions which have so 
long smouldered are now causing clinical conta- 
gious and killing tuberculosis. 


Indispensability of General Practitioners 


Osler said: “A last word on the subject of tuber- 
culosis to the general practitioner. The leadership 
of the battle against this scourge is in your hands. 
Much has been done, much remains to do. By 
early diagnosis and prompt, systematic treatment of 
individual cases, by striving in every possible way 
to improve the social condition of the poor, by join- 
ing actively in the work of the local and national 
antituberculosis societies you can help in the most 
important and the most hopeful campaign ever 
undertaken by the profession.” 
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Hemolytic Ietero Anemia 


BY W. F. BENSON, M. D. 


Brownwood, Texas 


In cases of true hemolytic ictero anemia, medication is of only temporary value. 


Blood should be given in adequate amounts in times of severe crisis. 


These cases respond well if splenectomy is performed, and no other treatment, 


except possibly irradiation of the spleen, will give a satisfactory result. 


HEMOLYTIC ICTERO ANEMIA is also known as con- 
genital hemolytic anemia and as familial hemolytic 
icterus. It is by no means a new or modern disease 
entity. Hayem, as early as 1898, reported some cases 
of the acquired type of hemolytic anemia and Min- 
kowski in 1907 gave a somewhat comprehensive de- 
scription of the congenital type. Just where the con- 
genital type leaves off and the acquired type begins 
is a moot question which seems to me to be more 
academic than practical. Krumbhaar in 1940 made 
the statement that the so-called acquired hemolytic 
anemia was simply a flare-up of a latent case of the 
congenital type. 

The etiology of this condition is obscure. The 
red cells are abnormal in that they are spheroid, 
when observed in a smear, with the central pale 
areas either missing or very small. The cells tend 
to remain this way, although generally to a some- 
what lesser extent, even after remedial measures 
are taken. It is not known whether these cells are 
formed with this shape and allied characteristics, 
or, are altered by some device after formation. The 
erythrocytes are destroyed at a very rapid rate, 
which seems to be characterized by exacerbations 
and remissions as clinically seen in the hemolytic 
crises that these individuals exhibit. 

This condition seldom becomes apparent in in- 
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fancy and is usually noted before adolescence. The 
onset may be very gradual and the physician may 
be consulted first because of pallor and slight jaun- 
dice in the patient rather than any actual com- 
plaint of illness. At this time, the patient may be 
free of fever and the only abnormality to be noted 
may be a mild anemia with varying amounts of 
splenic enlargement. 


Symptoms and Diagnosis 


While I have read of cases in which the spleen 
was not palpable, I have not to my knowledge seen 
any of them. Occasionally, the first indication of 
this disorder will be a “hemolytic crisis” in which 
there is a deepening of the jaundice, greatly in- 
creased anemia, enlargement of the spleen and 
liver, and frequently high fever. ‘The patient usually 
complains of abdominal pain and “looks sick.” 
These crises may be precipitated by trivial illnesses 
or even by emotional stress, fatigue, or nervousness. 
They are occasionally fatal, but usually the patient 
has a remission, only to be followed by an exacer- 
bation at some later date. In this condition, the 
urine is highly colored and the history will reveal 
that the stools are normal in color and consistency. 

The important thing in the diagnosis is to re- 
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member that any child who is anemic, jaundiced, 
or has a history of jaundice, with normal-colored 
stools, is a suspect until ruled otherwise. Syphilis, 
malaria, sickle-cell anemia, and infectious processes 
must be ruled out. Occasionally pernicious anemia 
will resemble hemolytic anemia to a degree, but if 
the laboratory work is carefully done, it may be 
differentiated without difficulty. 

These youngsters, even in long-standing chronic 
cases, are as a rule alert, bright, and intelligent. I 
have never seen a case of this type in which the 
growth was plotted on a Wetzel grid, but in most 
cases that I have observed, the rate of development 
is in all probability somewhat retarded. Any anemia, 
with or without splenomegalia, calls for a complete 
physical examination of the patient and a thorough 
laboratory work-up to ascertain the cause. 

Microcytosis in a stained smear is suggestive, 
and a coexistent high volume index is almost path- 
ognomonic when associated with the expected clini- 
cal findings in these cases. There is also a high retic- 
ulocyte count. A van den Bergh may be run, but 
with normal-colored stools this hardly seems neces- 
sary. Increased icterus is evident from the jaundice, 
which may be little more than a yellowness of the 
sclera, and is never very deep. The fragility of the 
red blood cells to hypotonic sodium chloride solu- 
tion is noticeably increased as a rule, although in 
some cases the increased fragility of the cells may 


be only slight. 


Splenectomy 


Removal of the spleen in these cases will give 
satisfactory and gratifying results. Although trans- 
fusion of these children is believed by some to be a 
hazardous undertaking, by using carefully typed and 
cross-matched blood, including compatibility of the 
Rh factors, | have experienced no untoward reac- 
tions. It is advisable to choose a time for surgery 
when no crisis is present, and when the red blood 
count is at its height; however, if the crisis is severe, 
splenectomy may be considered the lesser of the 
two evils. After splenectomy is accomplished, the 
surgeon should not neglect to search diligently for 
an accessory spleen as assurance to himself of satis- 
factory results. 

The gross and microscopic appearance of the 
spleen varies with the stage of the condition at the 
time the spleen is removed. The organ is moder- 
ately to greatly enlarged, dark red in color, and the 
substance of the spleen seems literally to be com- 


posed of red blood cells. In the active stage of hemo- 


lytic anemia, the spleen contains a great amount 
of hemosiderin, the greater part being located within 
the reticuloendothelial cells. It will be noted that 
during the quiescent period, there is little or no 
pigment. 

Microscopically, the splenic corpuscles may be 
small and widely separated, indicating expansion 
of the red pulp. In the red pulp, there will be noted 
a remarkable engorgement with red blood cells. 
These are predominantly located in the pulp cords, 
but are also present to some extent within the 
splenic sinuses. The red cell content obscures, to a 
considerable degree, the architecture of the red pulp. 


Illustrative Case 


The mother of a white, nine-year-old boy gave 
the following history for the child: “He has always 
been sick and has periodically run a high fever. At 
the age of two years he started vomiting and hav- 
ing convulsions. He was in bed two weeks in a 
very serious condition at which time he was diag- 
nosed as having hemolytic ictero anemia. At this 
time his spleen was enlarged and his blood count 
was just as low as it could be. He was given two 
blood transfusions. He was also given iron and vita- 
mins. He would run a fever of about 99° to 100° 
constantly. He would feel fairly well for maybe a 
month and then he would get back down again 
and have high fever and have to take transfusions. 
He was in the hospital most of the time. He was 
given liver shots twice a week at first, and as he 
got weaker, the shots were increased until he took 
one every day. The shots helped him to feel better 
for about two years, but then they began to fail 
and he was down again.” 

Upon being questioned, the mother stated that 
the child had complained of rather severe abdom- 
inal pain during previous crises. The remainder of 
his history was unimportant. 

This patient was a thin, pale, well-developed 
nine-year-old who did not appear to be acutely ill. 
On physical examination, the lips and eyelids, as 
well as the mucous membrane of the mouth, were 
seen to be quite pale. The sclera were tinged a light 
yellow. The spleen was enlarged to three fingers’ 
breadth below the costal margin, and the margin 
of the liver was not palpable. 

Laboratory studies revealed a red blood count of 
2,900,000 and a white blood count of 9,100. The 
hemoglobin was 6.35 Gm. The red cells appeared 
spheroid since the central pale areas were small or 


absent. There was no sickeling of red blood cells. In 
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Figure 2. Red count in millions. T indicates transfusion 
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the fragility test hemolysis began at 0.65 per cent; 
saline complete at 0.42 per cent. Reticulocyte count 
was 18 per cent. Bleeding time was one minute 
and thirty seconds with coagulation time at four 
minutes and thirty seconds. The icterus index was 
18.8 U. Character of blood clot when incubated at 
37°—the retraction began in one hour and in twelve 
hours retraction was not complete. The Kahn test 


was negative. 

Mother of Patient: The red blood count appeared 
to be normal. Hemolysis began at 0.44 per cent; 
complete at 0.36 per cent. 

Father of Patient: The smear revealed microcytic 
red blood with slight anisocytosis and spheroid cells. 
Hemolysis began at 0.48 per cent; complete at 0.38 


per cent. 

Brother of Patient: The red blood count appeared 
normal. Hemolvysis began at 0.42 per cent; complete 
at 0.32 per cent. 

This patient was operated upon September 3, 
1949, and a spleen weighing 1,019 Gm. was re- 
moved. There were moderate adhesions of the 
spleen to the adjacent structures. Figures 1 and 2 
demonstrate the response of the red blood cells and 


hemoglobin in this patient, and the sustained blood 
level for a period in excess of eight months follow- 
ing splenectomy, and subsequent checks have 
shown a continued satisfactory hemoglobin level 
and red blood cell count. The boy has had a weight 
gain of twelve pounds during this period. Blood 
studies show some improvement in the shape of 
the red blood cells in that, although they are still 
somewhat microcytic, the central pale area is in- 
creased in size, thereby indicating diminution in 
their spheroid characteristics. In the fragility test, 
hemolysis began at 0.44 per cent and was complete 
at 0.32 per cent. 

The important thing to note in the illustrative 
case given, as in any case of true hemolytic ictero 
anemia, is that medication is, at the most, of tem- 
porary value only. This is not a deficiency disease 
and the bone marrow is already functioning to the 
utmost of its capacity. The best friend to the pa- 
tient and the physician in times of severe crises is 
blood, and this in adequate amounts. These cases 
respond beautifully if splenectomy is done, and no 
other known treatment, other than possibly irradi- 
ation of the spleen, will give a satisfactory result. 


MEDICAL RESERVE OFFICERS 


Mepicat reserve officers, not in organized reserve units, can be expected to be called up for 
military duty if sufficient doctors are not obtained through the draft law. However, the Defense 
Department will seek information on a reserve officer's civilian practice before calling him up; 
if a reserve officer is essential to a community he may be deferred. 

The three military services will submit their estimated requirements to the Director of Medical 
Services in the Department of Defense. The Director will review these requirements with the 
National Health Resources Advisory Committee and the Armed Forces Medical Advisory Board. 
Final decision will be made by the Secretary of Defense. The National Health Resources Ad- 
visory Committee will work with state and local Selective Service Advisory Committees in deter- 
mining the classification of individual reserve officers. 
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BY J. 


Leicester, England 


VERNON BRAITHWAITE, 


Enuresis is associated with abnormal psychologic states, anatomic deformities, and 


physiologic abnormalities. Treatment should first be directed to improving the conditions which 


produce detrusor achalasia and defective passage of afferent impulses from the bladder, and 


secondly toward dealing with the detrusor achalas‘a itself. 


Recentty I made the statement in a published 
paper that at least one child in every twenty fails 
to acquire control of his bladder by the age of five 
years. Now it has been found that of 250 children 
between the ages of 4 and 12 years who attend 
outpatient departments for other illnesses, no less 
than 49, or practically one in five, failed to acquire 
this control. In 14 of these cases, the disability has 
been overcome, but the other 35 still have their 
lives overshadowed by a condition which they hate, 
of which they are ashamed, and for which they 
are in no way to be blamed. 

It might well be argued that a condition which 
is so common and which rarely affects the physical 
health need hardly be considered a disease, and 
this would be true if it were not for the mental 
distress that the symptom causes both to the victim 
and to the parents. Moreover, if the enuresis is 
diurnal the amount of physical discomfort entailed 
is considerable. 

It is the duty of every physician who is consulted 
about this distressing complaint to do his utmost 
to cure it. Many of us have been so discouraged 
by past failures or have seen many patients recover 
spontaneously in the course of years that we are 
tempted to tell the parents not to worry about it, 
and that in a few years it will probably stop. This 
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may satisfy some parents, although it is small com- 
fort to the mother who has to wash the bedding 
or to the father who has to pay for its renewal, 
but to the patient it is a shattering disappointment. 
He has been persuaded, cajoled, or forced to visit 
a strange man and to hear his secret shame dis- 
cussed; he has been subjected to a physical exam- 
ination which he fears will be painful (sometimes 
with justification) and which affronts his modesty; 
and after all this he hears that nothing can be done, 
and that he is to remain an object of scorn and 
repulsion to his fellows, who label him with titles 
of questionable taste but descriptive accuracy. 

As is to be expected, the gratitude of the small 
patients who are lucky enough to be cured is phe- 
nomenal, and sometimes takes rather peculiar forms. 
Sweets and homemade cakes (usually first and not 
very successful attempts) are surreptitiously left on 
one’s desk, or rather touching but amusing letters 
are written, of which the following is an example. 
It was laboriously printed by a nine-year-old girl 
on a picture postcard showing a view of the seaside 
resort where she was on holiday, and ran thus: 
“Dear Doctor, I am having a lovely time. I have 
been dry for five nights and wet once. Hoping 
this finds you as it leaves me at present, Love, 
Ann XXX.” 
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Psychologic Causes 


In attempting to treat the condition, it is a great 
advantage to have a sound idea of its causation, 
but a perusal of the voluminous literature will 
probably leave one in a_ very confused state of 
mind. Broadly speaking, theories fall into two 
groups. The first postulates an abnormal emotional 
state in the patient which he expresses by wetting 
himself, and the second regards enuresis as the 
result of some anatomic or physiologic peculiarity. 

Those who consider that enuresis is primarily 
a psychiatric problem tell us that it is either a 
protest against authoritvy—“an aggressive, hostile 
response to a situation,” as Menninger has said, or 
that it is a substitute for masturbation, a theory 
advanced by Winnicott in 1931; or that it is a 
partial return to the infantile state as a result of 
insecurity as Beverly wrote in 1933. These are 
interesting and attractive theories, and the last 
received considerable support from the behavior of 
children evacuated from the bombed cities in Eng- 
land during the war, a high percentage of whom 
were found to be enuretics. 

But there are serious objections to all these 
suppositions. Enuretics are not usually rebellious 
children; indeed, they are often exceptionally 
docile and charming unless they have had their 
personalities warped. by unjust punishment. Then 
they may rebel, but the psychiatric situation is the 
result rather than the cause of their enuresis. It is 
dificult to see how micturition can afford any 
sexual gratification to a patient in the latter half of 
childhood, as we are told that the excretory stage 
of sexuality is over by the age of two years. More- 
over, if a child wants to mnesniibane, he does so 
widines putting up any very strong resistance. The 
theory of regression to an infantile state has much 
to be said for it, as many enuretics are introverted, 
shy, and timid, and appear to find the battle of 
life too strenuous. But this again is probably the 
result rather than the cause * their enuresis. 

If the symptom is a manifestation of regression. 
one would expect to find other exhibitions of 
infantile behavior such this 
hardly ever occurs. The one thing, however, that 
is really incompatible with the psychogenic theory 
of enuresis is the fact that in the great majority of 

cases the affliction is congenital, that is, the patients 
have never been able to control the bladder. If 


as encopresis, but 


the condition were a pure neurosis, it would follow 
some psychologic insult. 
Another important observation is that few of 


the patients can be cured by hypnotism. These two 
facts would tend to disprove the contention that 
enuresis is a psychoneurosis. Nevertheless, emo- 
tional strain undoubtedly is an aggravating factor 
in enuresis, as it is in all disorders of function in 
smooth muscle. Just as the asthmatic may suffer 
from an attack of bronchial spasm if he is psycho- 
logically upset, so the enuretic will experience a 
bout of bedwetting if he is in any way frightened 
or depressed. A girl of ten, who had always wet 
the bed, with marked diurnal frequency and 
urgency, was cured by the methods mentioned 
later until divorce proceedings were started by her 
parents. She then relapsed, and in spite of expert 
psychiatric treatment, was still in trouble four 
months later. 


Anatomic Causes 


Abnormalities of the bladder, urethra, and ex- 
ternal genitals are frequently seen. Winsbury 
White (1941) commonly found vulvitis in girls 
and stricture or meatal stenosis in boys. Twisting- 
ton Higgins (1944) found urethrotrigonitis in a 
considerable percentage of cases, as had previously 
been reported by Campbell (1937). The latter 
also showed that posterior urethritis, seminal 
vesiculitis, prostatitis, and inflammation of the 
verumontanum are all of frequent occurrence. 

Ellison Nash (1947) believed that preputial 
adhesions round the coronal glands may cause the 
involuntary passage of urine by causing gaping of 
the urethra during erection. He suggested that the 
anterior urethral mucous membrane is thus brought 
into contact with the clothes, and reflex involun- 
tary micturition is caused. It must be admitted 
that separation of coronal adhesions sometimes 
cures enuresis, but it is doubtful if this explanation 
is correct, as the glans is usually completely covered 
by the prepuce in young boys, even during erection. 
Moreover, I have found coronal adhesions present 
in 44 of 100 uncircumcised nonenuretic boys 
between the ages of 4 and 12 years. These ad- 
hesions cannot therefore be regarded as a funda- 
mental cause, although they may be a precipitating 
factor in a predisposed subject. 

Considering how many symptoms have been 
attributed to phimosis, it is remarkable that almost 
all observers agree that circumcision has no effect 
on enuresis. Indeed it may actually be a factor in 
causing the condition. I once found that 39 of 85 
enuretic boys or 46.0 per cent were circumcised, 
whereas among 335 nonenuretic boys only 95 or 
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28.6 per cent had lost their foreskins. Nevertheless 
Batty (1948) stated that the operation sometimes 
effects a cure. This is probably due to the destruc- 
tion of coronal adhesions. 


Physiologic Causes 


Physiologic abnormalities are even commoner 
than anatomic abnormalities. One of the most 
striking is excessive depth of sleep. This was first 
observed by Trousseau over a hundred years ago. 
Writing about an enuretic girl of 18 he stated: 
“The patient informed me that her sleep was 
deepest towards morning. It was then so profound 
that it was difficult to awaken her. When loudly 
called or well shaken, she neither heard nor felt 
anything; and when compelled to get out of bed 
she still seemed to be asleep on her feet.” 

Cameron (1946) considers this deep sleep to be 
the result of ketosis which can be abolished by 
giving glucose. Smellie (1949) attributes some 
cases of enuresis to weakness of the sphincter and 
has had good results from administering ergot. He 
also confirms the observations of numerous workers 
that there is a reversal of the proportion of urine 
secreted by day to that formed during the night. 
Batty reported that this nocturnal polyuria is cured 
by ephedrin. 

But as Campbell has pointed out, normal chil- 
dren will wake up to pass urine whenever the blad- 
der is full, so that nocturnal polyuria can only be 
regarded as an aggravating symptom. Many chil- 
dren secrete an extra amount of urine when they 
first lie down, since the fluid which accumulates 
during the day in the lower half of the body is 
excreted by the kidneys when the legs are raised. 
This is probably the reason why so many enuretics 
wet the bed almost immediately after they fall 
asleep. 

Infection with pinworms has been blamed for 
enuresis, but since most children in England have 


_worms, their influence cannot be great. Dott 


(1947) thinks that enuresis is associated with 
failure to empty the bladder completely, and there 
have been many reports of a high percentage of 
patients with residual urine. Sometimes mothers 
find that wetting the bed occurs only when the 
patient sleeps on his back, and this may be the 
result of trigonitis. 

Stockwell and Smith (1940) described a type 
of enuresis due to deficient neuromuscular func- 
tion. The children had no well-marked bladder 
sensations on cystometry. These workers described 
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four types of bladder. The first gives a normal 
cystometrogram initially, but there is a sudden 
terminal rise of pressure accompanied by a strong 
and sometimes uncontrollable desire to urinate. 
The second is the large atonic bladder with or 
without obstruction. The third is the small bladder 
due to detrusor overaction, and the last is the 
irritable, spastic bladder in which the contractions 
cannot be inhibited by the patient. 

Ellison Nash (1947) reported similar findings 
and classified enuretic bladders into four cate- 
gories: high tension uninhibited, high tension in- 
hibited, low tension uninhibited, and low tension 
inhibited (normal). Bakwin (1949) also found an 
“irritable bladder” very common in enuretics, re- 
sulting in great urgency of micturition as soon as 
the bladder is full—a condition which is usually 
hereditary. 

Other suggested causes are faulty bladder train- 
ing during the day (Smellie, Campbell), allergy 
(Bray), infected tonsils (Batty), and infection of 
the urinary tract (Campbell). Epilepsy of course 
is usually accompanied by urinary incontinence 
and the presence of a dysrhythmia must be elim- 
inated. Spina bifida occulta, if it involves the sacral 
nerves, causes a dribbling incontinence. It is not 
a cause of the ordinary type of enuresis for 
Morrison (1927, 1944) has shown that minor 
forms of spina bifida are even more common among 
normal children than in enuretics. 

To summarize, enuresis has been found to be 
associated with abnormal psychologic states, ana- 
tomic deformities, inflammatory conditions of the 
lower urinary tract and its adnexa, and physiologic 
abnormalities which may be remote from the 
urinary apparatus, such as excessive depth of sleep, 
or intrinsic in that apparatus, such as defective 
myoneural functioning of the bladder or sphincter. 
In other words, it is a symptom, not a disease, and 
probably a symptom of many diverse pathologies. 
Nevertheless, it is a symptom which demands 
treatment on its own account, and its cure is a 
matter of some urgency for the happiness and 
comfort of the patient. 


A Personal Investigation 


To treat the condition, it is desirable to find 
some common essential factor or factors in its 
production which can be dealt with. With this end 
in view, an analysis of 127 cases in children from 
4 to 13 years who have come under my care 
in the last five years follows. Fifty-six of these 
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were private patients and 71 were from the 
Enuresis Clinic of the pediatric department of the 
Leicester Royal Infirmary. From these observations 
and from observing some 150 other patients in the 
clinic it has been possible to reach certain conclu- 
sions as to pathogenesis and treatment. These 
conclusions are given at the end of the paper. 

From an etiologic standpoint, the following 
factors were noted in the series: 

Family History. In 43 of the 127 patients or 
in approximately one-third of the cases there was a 
family history of enuresis. 

Sex. There were 85 boys and 42 girls. Most 
observers have noted this preponderance of boys, 
but Batty finds that the trouble is more common in 
girls except in evacuees. Sheldon (1944) found 
that the sexes are equally affected in younger 
children. 

Social Standing. The children come from all 
grades of society, but cultured parents take the 
condition more seriously. 

Age. Children below the age of 4 vears were not 
considered to be enuretic even if they had no 
control of their bladders. This is an arbitrary 
figure, because below this age it is difficult to get 
the co-operation of the patient. Normally the child 
should be dry by night as well as by day well 
before his third birthday. 

The following symptoms were noted in the 
series: 

Enuresis. This was congenital in 99 and acquired 
in 28; nocturnal in 125, diurnal as well as nocturnal 
in 48, and diurnal only in 2. 

Frequency. An inability to hold the urine for 
two hours was noted in 100 children. 

Precipitancy of Micturition. This was recorded 
in 99 patients. 

Dysuria. Only 11 children complained of this. 

Abnormally Deep Sleep. The parents observed 
this symptom in 83 children (65 per cent). In a 
control group of 222 normal children only 23 per 
cent were hard to awaken. 

Allergic Symptoms. These were reported in only 
13 cases. They were asthma alone in 4, asthma and 
eczema in 2, eczema alone in 3, urticaria in 2, and 
hay fever in 2. 


Psychologic Examination 


Forty-five of the 127 children presented nb 
detectable psychologic abnormality. They were 
happy and intelligent; their relationship with their 
parents and siblings was satisfactory, and_ their 


sense of security good; they were doing well at 
school, where they formed satisfactory friendships, 
and had healthy extracurricular activities; they 
were reasonably extroverted and had interesting 
hobbies; they had their own rooms to which they 
could retire if they wished; they contributed to 
the family life by performing certain duties, for 
which they were rewarded by regular pocket 
money. 

The defects noted were as follows: 
Defective relationships with parents 
Defective relationships with sibli 


Inadequate experience of being needed 

Faulty group adjustments 

Unsatisfactory opportunities of becoming self-sufficient 
Unsatisfactory opportunities of extroversion 

Broken home 


Many of these defects were trivial. 

In 2 cases, the enuresis started after the child 
was admitted to a hospital, and in one it followed 
a criminal assault. 

Seventy-one children were classified as extroverts 
and 49 as introverts. Seven were unclassified. 

Intelligence Quotients. Of 100 of the children 
in whom the intelligence quotient was measured, 
the average was 104. The extremes were 66 and 
135. The majority of the children had an L. Q. of 
between 100 and 120. The method used was Burt's 
modification of the Binet-Simon scale (1948). The 
Goodenough “Draw-a-man” test was sometimes 
used as a confirmation. There is no justification for 
the supposition that enuresis is a symptom of 
mental deficiency. 

The large number of children with no detectable 
emotional strain or psychologic abnormality was 
striking. Moveover many of those listed as being 
abnormal were doubtful. Quarrels between brothers 
and sisters are probably normal occurrences in most 
households and are not often responsible for psychic 
traumas, but they have been included in the above 
classification under “Defective Relationships with 
Siblings.” Similarly, if the child had no separate 
room of his own to which he could retire, he was 


_ classified as having unsatisfactory opportunities of 


becoming self-sufficient, and there must be millions 
of children in Britain who suffer from this dis- 
ability without its producing any pathologic effect. 

It seems fair to conclude both from the fact of 
enuresis being usually a congenital affection and 
from direct observation of patients, that psycholo- 
gic factors play no fundamental part in the causa- 
tion of enuresis. 
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Physical Examination 


The general physical condition of the children 
was usually good, but 22 were thin, and 5 unduly 
fat. There was evidence of nasopharyngeal infec- 
tion in 34. The cardiovascular system showed very 
few anomalies, but many of the children had slow 
pulses; 36 had rates of less than 90 per minute. 
The blood pressure varied considerably. Of 85 
patients the systolic reading was below 100 mm. Hg. 
in 22, and over 110 mm. Hg. in 19. The lowest 
figure was 64 and the highest 140. 

Abnormalities of external genital organs were 
common. Only 23 children were quite normal. 

Circumcision had been performed on 39 of the 
85 boys (46 per cent). As has already been noted, 
the circumcision rate among 335 nonenuretic boys 
was only 28.6 per cent. This suggests that circum- 
cision predisposes to enuresis, and the way in which 
this may operate is suggested by the following 
case. 

One of the patients, a circumcised boy of 7, was 
noticed by his mother to pass a few drops of urine 
just as soon as his pajamas touched the glans penis 
after he had been roused at night. She then ob- 
served that he would be quite dry while he was 
dressing until he began to put on his trousers. 
Again when his clothes touched the glans a few 
drops of urine leaked out. On examination it was 
found that even a light touch on the glans pro- 
duced a tiny act of micturition, and this occurred 
without any sensation being felt by the patient. 

Of the 46 uncircumcised boys, 24 or 52 per cent 
had coronal adhesions. In a control group of 100 
nonenuretic uncircumcised boys, 46 had adhesions. 
Although these figures are small, they are sufficient 
to demonstrate that the condition is really no more 
common among enuretics than among those who 
do not wet themselves. Nevertheless, it must be 
admitted that separation of these adhesions in many 
cases has a good effect on enuresis. This may be 
due to suggestion, or it may be that if there is a 
fundamental myoneural abnormality in enuretics 
the drag of the adhesions on the glans, especially 
during erection, may set off a micturition reflex, 
just as occurred in the case of the circumcised boy 
described above when any stimulus was applied to 
the glans. In any case, in older boys at least, ad- 
herent prepuces should be freed for purposes of 
cleanliness. 

Other abnormalities in boys were meatitis in 5, 
meatal stenosis in 5, urethral stricture in 3, 
cryptorchidism in 2, congenitally defective prepuce 
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in 1, balanitis in 1, and true phimosis in 1. Of the 
42 girls, 32 had vulvitis. This may have been the 
result of the enuresis. Two had vulvov aginitis, 1 ad- 
hesions around the clitoris, and 14 had urinary 
infection. 


Rectal Examination and Cystometry 


Rectal examination in 89 children showed normal 
conditions in only 21. Fifty-four had large amounts 
of feces present in the rectum without any desire 
to defecate. This may have some bearing on the 
enuresis, as the fecal mass will compress the base 
of the bladder, and also nervous impulses from the 
spinal cord inaugurated by a full rectum may be 
transmitted to the detrusor muscle. 

Other abnormalities recorded tight 
sphincter in 11, and tenderness of the prostate in 
14 of the boys. 

Cystometry was performed in 67 cases. The 
amount of water injected into the empty bladder 
which produced a desire to micturate was noted. 
In the earlier cases the bladder was emptied by 
catheter first, but later the child was asked to 
micturate and was then catheterized immediately 
so that the residual urine could be measured. In 
11 cases, the pressure of water in the bladder was 
noted when the first desire to void was experienced. 
For this purpose the syringe used for injection was 
connected to a Y tube, one limb of which led to 
the bladder and the other to a manometer. 

Campbell stated that children between the ages 
of 5 and 12 years experience a desire to micturate 
when from 60 to 120 cc. of water have been 
injected into the bladder. He found that half of 
the enuretic children studied gave normal results. 
Of my 67 children, only 5 were normal in this 
regard. One girl of 10 with a low intelligence 
quotient felt no desire to micturate, but when the 
volume injected reached 130 cc. the whole of the 
bladder contents and the catheter were violently 
expelled. The other 61 felt a desire to void at well 
below 60 cc. Many complained of a compelling 
urge almost as soon as a few drops of water 
entered the bladder. Even 
normal readings, once the desire had been produced 
there was a sudden and uncontrollable contraction 
of the bladder which sometimes expelled the 
catheter (See Figure 1). 

Normally there is a desire to pass urine when 
the intravesical pressure reaches 15 to 20 cm. of 
water. In 11 patients this pressure was recorded. 
In 6 of them it was normal, in 2 the pressure at 


were a 


in those who gave 


( 
t 


<% ze 
> 8 
80 
: 70 35 
30 
“je "ee 
oe 5 6 +7 W W 143 


Figure 1. Cystometry in enuresis. 


desire was low (4 and 6 cm.) and in 3 it was 
somewhat high (24, 24, and 32 cm.). In 2 of 
the patients there were sharp rises of pressure 
showing bladder contractions without any desire 
to void. These patients were conscious of a desire 
to void, however, at normal limits. They thus 
belong to Ellison Nash's “low tension uninhibited” 
type. These figures require confirmation on larger 
numbers, but they suggest that most enuretic 
children are intolerant of the normal volume of 
urine in the bladder, yet their reaction to intravesi- 
cal pressure is either normal or they have an 
increased tolerance (See Figure 1). 

Residual urine was measured in 33 children. It 
was present in 13 in amounts varying from 1 to 75 
ce., but in 3 it was less than 3 cc. Radiologic cysto- 
grams taken in the first 14 children attending the 
clinic showed no abnormality. There was no radio- 
logic evidence of fluid remaining in the bladder 
after micturition. No case of vesical calculus was 
seen in this series, although this is an occasional 
cause of enuresis. 

The only abnormality of the central nervous 


system detected was absence of the bulbocavernosus 
reflex in 5 of 11 boys tested. 

Spina bifida occulta was found in 25 of the 65 
children x-rayed for this condition. This is con- 
siderably higher than the normal rate of 16 per 
cent. Many of the lesions, however, were very 
small, the defect only affecting one vertebra. The 
deformity was marked in only 5 per cent. 


Conclusions 


Several interesting deductions can be made from 
this review. First, enuresis is a symptom of many 
different conditions, but it is usually not indicative 
of any serious organic disease. Second, it is ac- 
companied in most cases by marked frequency and 
precipitancy of micturition. Third, in purely 
nocturnal cases the patient sleeps too heavily. 
Fourth, it is often a familial complaint. Fifth, 
physical examination reveals many abnormalities, 
either structural or inflammatory, of the external 
genitalia. Sixth, cystometry shows that in most 
cases a few cc. of water in the bladder will produce 
a sufficient rise of pressure to cause a desire to 
void. Seventh, there is some evidence of abnormal 
functioning of the sacral nerves as shown by the 
frequent absence of the bulbocavernosus reflex. 
Eighth, most of the children go about with a full 
rectum, whose nervous connections are closely 
associated with those of the bladder. Psychologic 
strain, although important in some cases, is often 
absent. 

In the normal bladder, pressure is kept at about 
15 cc. of water. As urine collects in the organ, 
the detrusor muscle relaxes so that the pressure 
does not rise. There comes a time, however, after 
about 120 cc. or more have collected, when the de- 
trusor does not relax and the pressure begins to rise. 
When this reaches 18 cm. of water the individual 
experiences a desire to urinate. Rhythmic contrac- 
tions now take place, but these are inhibited by 
impulses from the higher centers via the sympa- 
thetic nerves which cause further relaxation and 
a temporary disappearance of desire. Then at a 
convenient moment the muscle in the trigone pulls 
the urethra into line with the bladder and causes 
a relaxation of the sphincter. A few drops of urine 
enter the urethra, a mass reflex contraction of the 
detrusor takes place, and the bladder is completely 
emptied. 

This may be assisted by closure of the glottis and 
forcible descent of the diaphragm. This mechanism 
is controlled by the sympathetic fibers from the 
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first and second lumbar segments which reduce the 
tone of the detrusor and cause contraction of the 
sphincter, and by the parasympathetic nerves from 
the Ist, 2nd, and 3rd sacral segments which cause 
contraction of the detrusor and relaxation of the 
sphincter. 

In enuresis most patients have frequency, ur- 
gency, and a bladder of small capacity. We may 
ask ourselves what anomaly of bladder function will 
produce these symptoms and the other features of 
the syndrome. Surely the answer is a failure of the 
detrusor to relax. 

Thirty-six years ago Hurst suggested that the 
condition known as cardiospasm was due to the 
failure of the cardiac sphincter of the esophagus 
to relax, a condition for which Perry coined the 
word “achalasia.” Later the term was applied to 
other sphincters of the alimentary canal such as the 
pylorus or anus. 

I have suggested that many cases of enuresis, 
probably the majority, are due to achalasia, not of 
a sphincter, but of the whole detrusor muscle. This 
would account for the urgency and frequency and 
for the low volume, but normal pressure readings, 
on cystometry. 

A habitually full rectum, stenosis of any part of 
the urethral canal, abnormal sensitiveness of the 
external genitalia due either to inflammation or to 
the deprivation of the protective prepuce, might 
well cause increased tonus of the detrusor in a pre- 
disposed subject. When, in addition to detrusor 
achalasia, the individual sleeps unusually deeply, 
the familiar picture of diurnal frequency and noc- 
turnal enuresis is produced (See Figure 2). 

The problem of diurnal enuresis is more difficult 
to explain, but it is striking how often the sufferers 
from this condition say that they are unconscious of 
the act of micturition until they feel themselves 
wet. Even more often the mother of a child who is 
wet by day will blame the child for “waiting too 
long.” If the patient can be induced to describe the 
occurrence from his point of view, he will say that 
he feels a desire to micturate and will take steps 
to empty his bladder. When he reaches the toilet, 
however, he finds to his dismay that his clothes are 
already wet and that urine is dripping from the 
urethra. In the case earlier described of the cir- 
cumcised boy who passed a few drops of urine 
whenever the glans was touched, the patient felt 
nothing although he could see the urine escaping. 

Another interesting child whom I saw was a 
small girl of 2 who was dry by day until she had 
alcohol injected into the perirectal tissues for pro- 
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lapse. The nerves supplying the bladder must have 
been damaged by the alcohol, because she promptly 
became completely incontinent of urine. No treat- 
ment was of any avail, but a year after the opera- 
tion, control rapidly became established, presumably 
because the nerves grew out again. During the in- 
continent stage, urine could be expressed through 
the urethra by pressure on the bladder without the 
patient being aware of it. 

In 2 of the 11 children in whom pressure read- 
ings were taken during cystometry, the bladder con- 
tracted without their being aware of it. It appears - 
that in such cases there is a functional deficiency of 
the afferent tract to the cerebral cortex. Undoubt- 
edly many individuals have some degree of detrusor 
achalasia resulting in frequency and urgency. If 
they sleep too deeply, they will wet the bed. If the 
sensory tract from the bladder to the cortex is de- 
ficient, they will wet their clothes. 


Objectives of Treatment 


The treatment of enuresis should have two ob- 
jectives. One is to deal as far as possible with the 
conditions which produce detrusor achalasia, deep 
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Figure 2. Pathogenesis of nocturnal enuresis. 
(Modified from The Practitioner 1950: 165, 278) 


sleep, and defective nervous conduction from the 
bladder to the cerebral cortex (i. e. the conditions 
in the circles of Figure 2), and the other is to 
deal with the defects of the bladder and its nervous 
connections themselves (the conditions in the rec- 
tangles in Figure 2). With regard to the latter, it 
is as well to realize that deep sleep is probably only 
one way in which information of the state of full- 
ness of the bladder is withheld from the conscious- 
ness. 


. 


In practice it is dificult to pursue these aims sep- 
arately, but at first, simple measures are employed, 
then drugs which stimulate the sympathetic or in- 
hibit the craniosacral nerves are used. If these are 
ineffective, various other measures are adopted, such 
as graduated distention of the bladder, hypnosis, 
and endocrine therapy. 

If a cure is still not obtained, the patient is re- 
ferred either to a psychologist for skilled treatment 
by play therapy, etc., or to a urologist for investi- 
gation of the urinary tract and any necessary oper- 
ation. This program is seldom followed meticu- 
lously. Sometimes the patient is referred to the sur- 
geon at once, sometimes drugs and psychotherapy 
are applied together, and so on. But I have at- 
tempted to gauge the efhciency of the different 
forms of treatment, the results of which follow. 


Simple Measures of Treatment 


Stage 1. The parents are instructed to allow the 
child to read or play for half an hour in bed before 
he goes to sleep. At the end of the time, he is made 
to pass urine. He is then thoroughly roused before 
he is wet; he is awakened, puts on slippers and 
dressing gown, goes to the toilet. 1 point out the bad 
effect of “lifting” him out of bed and allowing him 
to micturate in his sleep. The patient is instructed 
to adopt a “start-stop-start” technique of micturition 
during the day, and is given a calendar on which 
dry nights and days are marked by colored stars. 
One dry twenty-four-hour period is marked by a 
red star, three by a blue one, and a dry week is 
signified by a yellow star. This last achievement of 
a yellow star is made the occasion of a coveted 
present. The attention of the patient is thus di- 
rected toward the successes and not to the failures. 
If the patient goes about with a full rectum, steps 
are taken to get his bowels well moved at night. 
Any obvious physical defects, such as vulvitis or 
coronal adhesions are dealt with. Psychologic fac- 
tors, if present are combatted. 

Of 100 children who had this treatment alone, 
12 were cured, 11 greatly improved (wetting re- 
duced to twice a week or less), 36 improved (the 
amount of wetting was reduced, and | to 4 dry 
nights a week were attained), and 41 were un- 
affected. 


The Use of Drugs 


Stage 2. Belladonna to inhibit the craniosacral 
nerves and amphetamine to reduce the depth of 
sleep are employed first. The dosage must be ade- 


quate. A child of 7 will require tr. belladonna 10 
minims (0.6 cc.) twice a day and 15 minims (0.9 
ce.) at night to start with. One must watch for 
dryness of the mouth, tachycardia, and disturbance 
of visual accommodation. 

Amphetamine is given in doses of 5 mgm. at 
night at first, and the dose is increased until the 
child awakens easily. It is remarkable how much 
may be required, some children still sleeping deeply 
even when as much as 20 mgm. are taken. 

The children treated by this method were largely 
those who were unaffected by the methods em- 
ployed in Stage 1. Fourteen were cured (1 by am- 
phetamine alone), 15 greatly improved (2 by am- 
phetamine and 1 by belladonna separately), 24 
improved, and 23 unaffected. 

Sometimes children who did not respond to bel- 
ladonna and amphetamine were cured or improved 
by ephedrin or methyl ephedrin. The initial dose 
of ephedrin is 2 gr. (32 mgm.) and for methyl 
ephedrin *%4 gr. (45 mgm.) two or three times daily 
for a child of 5. The dose must gradually be in- 
creased. Some children will require as much as 2 
gr. (128 mgm.) of methyl ephedrin at night before 
success is achieved. 

Of 28 children who received these drugs, 5 were 
cured, 5 greatly improved, 3 improved, and 15 were 
unaffected. 


Distention of the Bladder 


Stage 3. The object of distending the bladder is 
two-fold. By graduated distention the achalasia of 
the detrusor muscle may be overcome, and at the 
same time the powerful sensations of bladder full- 
ness which are produced may facilitate the passage 
of afferent impulses to the cortex. The bladder is 
filled fairly rapidly from a syringe attached to a 
catheter until a desire to micturate is produced. A 
pause is then made, and a little water is withdrawn. 
The bladder is then further filled until another 
desire to void is expressed—it will usually be found 
to be when about 50 cc. more has been introduced. 
Again some water is withdrawn and after a pause 
more water is injected. When the desire is very 
great, a syringeful is repeatedly withdrawn and in- 
jected, producing alternating desire and relief. Be- 
fore catheterization, 4 gr. (16 mgm.) of cocaine 
hydrochloride in 10 cc. of water is instilled into 
the urethra in boys. Five minutes is allowed to 
elapse before the catheter is passed. 

Of 23 children so treated, 2 were cured, 4 greatly 
improved, 7 improved, and 10 were unaffected. 
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Hypnosis 


Stage +. Most children are easy to hypnotize, at 
least to the point of marked drowsiness. Some are 
good subjects and pass rapidly into a deep trance. 
These usually like being hypnotized and for this 
reason a word of warning is necessary—one invet- 
erate bedwetter of 12 stated while in the hypnotic 
state that he continued to wet the bed in order that 
the treatment might be continued! 

With the child in the hypnotic state two types 
of suggestion are made. The patient is told that he 
is growing up, and that the more grown-up he be- 
comes—the more manly, capable, and courageous he 
is—the more his parents will love him. He is also 
told that he will awaken whenever his bladder is full, 
and that he will always have to stand up to mic- 
turate—that he cannot pass urine lying down. It is, 
of course, important to adopt a vocabulary suitable 
for the age and social status of the patient. It is 
advisable to ascertain from the mother his usual 
term for micturition. 

Of 28 children hypnotized 5 were cured, 5 
greatly improved, 11 improved, and 7 unaffected. 


Other Methods 


Other methods employed for individual cases 
were: 

1) A bobbin was tied to the back for children 
who wet the bed only when sleeping supine. One 
child was cured, 1 greatly improved, and 2 im- 
proved. 

2) Methyl testosterone was administered in 
doses of 10 mgm. daily. Two children were cured, 
2 greatly improved, 3 improved, and 2 unaffected. 


1950). 
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3) Five boys have had strictures dilated. In all 
cases they were dry while the dysuria lasted, but in 
only 1 was there a permanent cure. Three children 
had cystoscopy performed although they had no 
stricture, and all of them improved, | greatly. 

4) Some of the children were referred to a psy- 
chologist. One of the 5 children so treated was im- 
proved. 

Relapses are common. For this reason many of 
the children here reported as improved appeared 
more than once. After an improvement they re- 
lapsed and some had to have another treatment. 
Enuresis tends to improve in the summer, so that 
no patient should be regarded as cured until he has 
had a dry winter. Moreover, it tends to be a cyclical 
occurrence, and spontaneous remissions may occur. 

Of the 100 children whose treatment is given 
here, 39 were cured, 14 were unaffected, and the 
others were improved to a greater or lesser degree. 
In other words, 86 per cent were benefited by 
treatment. 

Once the condition is under control, it is well 
to adopt the procedure recommended by an anon- 
ymous adult sufferer in 1949. She wrote that, if 
for any reason she expected to sleep deeply, she took 
ephedrin at night. I have found that methyl ephed- 
rin or amphetamine is even more effective. 

Finally, I must state that eight vears ago when I 
began to take a special interest in enuresis, I ex- 
pected to have to deal with a problem which was 
mainly psychologic. As things have turned out, I 
have found that although, as always, emotional fac- 
tors are of considerable importance, physical con- 
ditions have dominated the picture. 

A bibliography accompanying this article is available 
upon request from the Editorial Office of GP. 


ONE HUNDRED AND FORTY-ONE ANTIBIOTICS 


Accorpinc to Dr. A. L. Baron of the Research Division of the S. P. Penick Clinic, there are 
now available one hundred forty-one antibiotics. Doctor Baron has given information on all the 
trademarks and certifications in “A Handbook of Antibiotics” (Reinhold Publishing Company, 
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What Others Are Saying... 


gentlemen Don’t Need Rules 


THERE IS PROBABLY no phase of medical con- 
duct that is less well understood by the lay mind 
than the relationship between the general prac- 
titioner and the consultant. This has been 
evolved through the years, and when properly 
followed, results in the greatest good for the pa- 
tient himself. The public, however, has difficulty 
in perceiving the basis of the ethical principles 
involved. 

Consultations are held for one of three rea- 
sons. First, the family physician may be in doubt 
about the diagnosis, or though this may be clear, 
wishes to be sure whether or not some better 
form of therapy can be found. Secondly, the pa- 
tient or family wishes the security of a second 
opinion in a troublesome case. Or thirdly it 
seems advisable to share the responsibility in a 
critical illness. In any case after conferring, the 
physician and the family decide on a mutually 
satisfactory consultant. This consultant, however, 
is called by the attending physician, and a time 
to meet agreed upon which is possible and satis- 
factory to both. 

The consultant comes in purely in an ad- 
visory capacity; the primary responsibility for the 
conduct of the case remains in the hands of the 
family physician. If the consultant concurs es- 
sentially in the diagnosis and course of the treat- 
ment he says so, thereby strengthening the con- 
fidence of the patient in his doctor. If the con- 
sultant differs in the nature of the malady or its 
proper handling he should tactfully state where- 
in he differs and why, and suggest how he feels 
the matter could be better managed. The family 


MEDICAL TEACHING FILMS are being made avail- 
able in increasing quantities through two or- 
ganizations, The Medical Film Institute, an op- 
erating agency of the Association of American 
Medical Colleges, and the Film Library of the 
Bureau of Exhibits of the American Medical 
Association. Both organizations have an advi- 
sory committee to assist in the review and evalu- 
ation of the films. Catalogues listing the films 
and the reviews are published periodically and 
may be obtained directly from the Medical Film 
Institute, 2 East 103rd Street, New York 29, 
or from the Medical Film Library, A.M.A., 


Audio-Visual Ceaching Aids 


physician, however, is in no way bound to ac- 
cept the point of view unless he is convinced of 
its validity, though he usually will, out of re- 
spect for the consultant’s wider knowledge in a 
specialized field. If he did not have such re- 
spect, he should not have called him in the first 
place. 

Should a frank difference of opinion develop 
which cannot be resolved, it should be carefully 
and fully explained by both doctors to the pa- 
tient, or the family. The consultant has then 
completely fulfilled his responsibilities and 
should withdraw—for it is not his case. The 
physician should express his willingness to give 
up the case to some other doctor if the family 
chooses to follow the opinion of the consultant, 
secure further consultation if they so desire, or 
adhere to his own views and accept the respon- 
sibility for continuing the conduct of the case if 
they agree that he should do so. 

But should the family decide to make a change 
the consultant must not be the one to take over 
the management of the case (except in special 
circumstances when he may be urged to do so 
by the physician himself and no one else.) 

In this way the patient gets the benefit of a 
strictly unbiased opinion, the practitioner an op- 
portunity to advance his knowledge in a special 
field with the instruction of one with greater 
training in that line, and the public has its con- 
fidence in the profession strengthened by the 
action of its members and their exhibition of 
mutual respect.—Editor’s Page, Detroit Medical 
News, July 3, 1950. 


535 North Dearborn Street, Chicago, Illinois. 

The American Academy of General Practice’s 
Commission on Education has been interested in 
the audio-visual program and recommends that 
state and local groups utilize medical teaching 
films in their postgraduate programs. The Com- 
mission has pointed out that such films should be 
used as an aid in teaching, rather than as a 
complete program. A_ well-organized teaching 
program usually requires direct personal instruc- 
tion in which various teaching aids are used to 
present the information in a manner that will 
be of interest and benefit to the student. 
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Prescription Writing for Skin Ailments 


BY HERMAN GOODMAN, M.D. 
New York, New York 


There are simple prescriptions for the relief of scabies, pediculosis, impetigo contagiosa, and 


pityriasis rosea. Pruritus, often with no discoverable cause, and urticaria may also be relieved with 


topical applications but the physician must first take a careful history in an effort to uncover 


some factor which will lead to learning the cause of the itching or the urticaria. 


THE piaGNosis of scabies is made by the demon- 
stration under the microscope of the Acarus, the 
young and the ova from the burrow. However, 
clinical diagnosis is sufficient to begin treating the 
patient and the other itching members of the 
family. Old-fashioned brimstone sulfur is pre- 


scribed: 


FORMULA 1: Sublimed sulfur 
Potassium carbonate 
Water, to moisten the carbonate 
Mineral oil, low viscosity 
Lanolin, sufficient to make 


Directions to Pharmacist: Wet the sulfur with 
the mineral oil; moisten the carbonate with the 
water; incorporate the two with the lanolin until 
smooth. 

Directions for Patient: Bathe the entire body 
each night for four nights with brown laundry soap 
and water. Rinse. Apply the salve to areas of skin 
from neck to knees. Bathe next four nights without 
applying the salve. Following four nights bathe and 
apply salve. 

Young children with scabies are treated with 
applications of: 
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FORMULA 2: 


Directions to Pharmacist: Gradually incorporate 
mixture of castor oil and balsam of Peru into 
mixture of lanolin and petrolatum. 

Directions for Parents: Bathe children each of 
four nights with brown laundry soap and water. 
Apply salve each of four nights. Desist for four 
nights. Repeat bathing and salve again for next 
four nights. 

An active principle of balsam of Peru is pre- 
scribed in the treatment of scabies of adults and 


children: 


FORMULA 3: 


Directions to Pharmacist: Mix. 

Directions for Patient: Apply to body on each 
of two successive days. All intimate clothing must 
be rid of infestation. 


Pediculosis capitis is currently less prevalent than 
in former years. The home remedy of equal parts 


= 
Petrolatum, sufficient to make..........100. 
Isopropyl alcohol, sufficient to make... .. .100. 
Pediculosis 
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of kerosene and sweet oil facilitates removal of the 
egg cases (nits) and destruction of parasites. A 
pharmacy substitute is: 
FORMULA 4: Dilute acetic acid 

Isopropyl alcchol, sufficient to make 


Directions to Pharmacist: Mix. 

Directions for Patient: Soak all the hair on the 
scalp; cover with cloth for an hour. Fine comb the 
hair. 

The pediculosis corporis lives in the seams of the 
clothing worn close to the body and invades the 
skin only to feed. Treatment of the skin is directed 
toward removing any wandering parasites. Benzyl 
benzoate emulsion is prescribed: 

Benzoate 


FORMULA 5: Benzyl 


Sodium lauryl sulfonate 
Bentonite 


Directions to Pharmacist: Spread bentonite over 
60 parts of hot water; let stand for several hours; 
then stir until magma forms. Add the benzyl 
benzoate to the sodium lauryl sulfonate and mix 
with the magma, adding sufficient water to make 
100 parts. Stir. 

Directions for Patient: Apply to body on each of 
two successive days. All intimate clothing must be 
rid of infestation. 


Pubic pediculosis, “crabs” in the vernacular, is 


treated by application of DDT powder. 


FORMULA 6: DDT (dichlorodiphenyl trichloroethane). . . .5- 
Pyrophyllite, sufficient to make 

Directions to Pharmacist: It is best to arrange for 
the pharmacist to dispense a commercial product. 
DDT is effective only if the DDT is ground 
exceedingly fine—each granule about 10 to 12 micra. 
The retail pharmacist does not have the apparatus 
for this grinding. 

Directions for Patient: Rub one teaspoon of the 
powder into hairy regions of the groin. Repeat each 
time the hair is wet by shower or bath for two 
successive days, and after an interval of eight days. 


Impetigo Contagiosa 


Impetigo contagiosa is most frequent among 
children, particularly those with pediculosis capitis. 
It is also found in male adults on the bearded area 
of skin due to infection following poor shaving 
technique and hygienic lapses. Topical treatment 
includes washing with soap and water each hour 
during the day, and the application of one or 
another of the modern antibiotic or sulfa drugs. 


Pityriasis Rosea 


The mother patch of pityriasis rosea should be 
recognized easily but is often mistaken for some- 
thing else, including ringworm. The daughter 
lesions in this skin disease of unknown cause 
appear usually from the jaw line to the knees. 
Each lesion is oval; the long axis of the oval runs 
with the lines of cleavage, crossed by tiny wrinkles 
at right angles to the long axis. The scale at the 
edge of the lesions is hinged peripherally. The color 
of the center of the lesion is reddish. At first glance, 
the thought of generalized secondary macular 
syphilis occurs to the observer. The absence of 
chancre, pilot gland adenopathy, generalized node 
enlargement, mucous patches, condylomata lata, 
palmar and plantar lesions, help differentiate and 
rule out syphilis. Pityriasis rosea is held to be self- 
limited and a minor nuisance. It may be otherwise. 
The type of topical therapeutic application advised 
in the past has been one or another variant of the 
time-honored calamine and zinc lotion. 

A soapless emulsion is a helpful substitute: 


FORMULA 7: Milk of magnesia 


Mineral oil, low viscosity 


Directions to Pharmacist: Dissolve the borax and 
mix thoroughly with other ingredients. Shake label. 

Directions for Patient: Apply freely to the 
affected skin. 

Pityriasis rosea may itch. The physician resisting 
the temptation to modify the calamine lotion by ad- 
dition of an antipruritic may prescribe: 

FORMULA 8: Boric acid 
Isopropyl alcohol 60. 
Witch hazel extract water, sufficient to make . 100. 

Directions to Pharmacist: Dissolve the powder in 
the mixture of the liquids. 

Directions for Patient: Apply to the affected 
skin. 


Pruritus 


The general practitioner sees many patients who 
complain of itching, but despite all efforts, the 
physician may not be able to find a cause for the 
sensation. Many antipruritic remedies are available. 
One, benzocaine, should be prescribed with extreme 
caution. Too often, patients find themselves itching 
more after the application of benzocaine than 
before its use. 

The prescribing of phenol and menthol is dis- 
couraged. 
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Water, sufficient to make.............100. es 
Water, sufficient to make.............100. 


Itching with no discoverable cause (how carefully 
has the search been made?) may be relieved by the 
following dusting powder: 


FORMULA 9: Bentonite 


Magnesium carbonate 
Magnesium stearate, sufficient to make. . 


Directions to Pharmacist: Mix and sift the 
powders. 

Directions for Patient: Dust liberally into itching 
skin areas. 

Magma of bentonite (Formula 10), boiled starch 
paste (Formula 11), and improved Lassar’s Paste 
(Formula 12), help to relieve itching of undis- 
coverable cause. 

FORMULA 10: Bentonite 
Water, sufficient to make 

Directions to Pharmacist: Dust the powdered 
bentonite over the surface of hot water in a jug 
of large diameter. Let it stand for several hours. 
Agitate. (These directions vary from the ofhcial 
preparation. ) 

Directions for Patient. Apply to the skin. After 
the magma dries and compresses the skin, remove by 
moistening with water, rinse, shower or bath. 
Repeat application. 

FORMULA 11: Starch 


Directions for Patient: Rub the starch in cold 
water until smooth. Heat with constant stirring 
until color changes and translucent paste forms. 
Apply to the affected parts. Remove when hard by 
moistening with water, rinse, shower, or bath. 
Repeat application. 

Starch powder is not advised. It cakes and has a 
tendency to rancidity. 


FORMULA 12: Starch 


50. 

Directions to Pharmacist: Rub starch in cold 

water until smooth. Heat with constant stirring 
until a translucent paste forms. Incorporate: 


Zinc oxide 
Mineral oil, low viscosity 


Moisten powder with mixture of fluids and lard. 
Mix all. 

Directions for Patient: Apply to affected parts. 

Bathing always excites “after-bath” scratching or 
rubbing to patients with itching skin, although very 
cold or very hot water acts to relieve the immediate 
itching sensation. One pound of boiled starch added 
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to the bath water also helps relieve the itch. 

A bran bath (not to be confused with Brand 
bath) is helpful in relief of the itch of essential 
pruritus. One pound of bran bought in a feed 
store (not the kind sold in cartons for breakfast 
food) is placed in a porous linen bag under the 
hot water tap or in a basin of very hot water. After 
the tub is filled with water at comfortable temper- 
ature, the patient squeezes the bag once and lets 
the cloudy water from it enter the tub water. 

Old-fashioned oatmeal, the kind requiring several 
hours for preparation by cooking, may be substituted 
for the bran. The oatmeal is placed in the porous 
linen bag and the soaking and squeezing pro- 
cedures are the same as for the bran. The cloudy 
water does the job of relieving the itch. 

Recently, a concentrate from oatmeal (concen- 
trated gum-like fraction) has been made commer- 
cially available for colloid baths and soapless cleans- 
ing. It requires neither boiling nor straining. 


Urticaria 


The prescriptions and recipes offered for topical 
application in essential pruritus may be utilized for 
patients with urticaria. 

Antihistaminics are ordered for oral and_par- 
enteral use. 

Adrenalin, 1: 1000, one cc. subcutaneously is an 
old standby for urticaria. The injection is given 
with the patient prone and kept down until cessa- 
tion of the heart pounding. 

Strontium bromide, 10 cc., of one per cent 
solution or calcium chloride, 10 cc. of one per cent 
solution injected intravenously gives the patient a 
sensation of traveling heat, and occasionally affords 
relief. The fluid must be injected intravenously. 
Leakage around the vein leads to ulceration. 

The physician must make every effort to learn 
the cause of essential pruritus and urticaria. He 
must delve into the history of the patient, particu- 
larly into the features of the environment, seeking 
to uncover some factor the further study of which 
leads to discovery of the cause of the itching or the 
urticaria. The physician should not be satisfied with 
1 loose diagnosis. He certainly should refrain from 
putting his patient into the category of psychoso- 
matic response until every test has been made. Very 
often, a new point of view, a fresh outlook at the 
patient and his problem makes everything crystal 
clear. Each physician has examples in his practice 


of his own success after a fellow physician has 
failed to relieve a patient's itching. 
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What Others Are Saying... 


For more than thirty years the American Col- 
lege of Surgeons undertook the difficult and 
thankless task of defining and approving hospital 
standards for the professional care of patients in 
hospitals. The College assumed this task at the 
outset because there existed a critical need for 
this function. At that time hospitals were basi- 
cally institutions for surgical care. Standardiza- 
tion was not then being done by any national 
organization so the College rightfully assumed 
this obligation, and the record attained is mag- 
nificent. The public and the medical profession 
can never discharge the debt to the College for 
this. 

Early this year the A.C.S. decided to discon- 
tinue the “inspection” of hospitals. There were 
many excellent reasons for this decision, chiefly 
the expense and time-consuming factors. The 
storm of controversy led by the American Hos- 
pital Association, that arose as to who would 
now assume this heavy responsibility caused the 
A.C.S. to reconsider so that it is now positively 
committed to continuing its former role. 

Today, however, a different set of circum 
stances exists. Hospital care of patients is not now 
so overwhelmingly surgical, although these are 
still in the majority. The A.C.S. is understand- 
ably reluctant to pass upon the medical as dis- 
tinct from the surgical services. There are fur- 
thermore additional hospital services such as 
food, laundry, maintenance, and bookkeeping. 
The responsibility for establishing minimal stand- 
ards here belongs to the American Hospital As- 
sociation. This organization should be encour- 
aged in all ways to undertake this particular 
aspect of hospital inspection. 

The proposed plan of having representatives 
from the A.M.A., and the A.C.S., A.C.P., and 
the A.H.A. is an unworkable compromise. The 
A.M.A. should have initiated the program orig- 


inally. It was and always will be its inherent re- 


No Place for Appeasement 


sponsibility because it is the national organiza- 
tion that represents all doctors of medicine. It 
is the legislative body which through the House 
of Delegates sets up and controls all that apper- 
tains to medical practice, be it in the office, home, 
or hospital. This is not a police power; it is a 
correlating and integrating function. As doctors 
of medicine, it is our shame that these encroach- 
ments have been made possible by our reluc- 
tance to assume responsibility in the field of 
hospital standardization. 

The A.M.A. is already in the field of hospital 
inspection. Their seal of approval for interns and 
resident training is a vital facet of hospital in- 
spection. This is done by the Council on Medi- 
cal Education. It is a fair assumption, we think, 
for the Council to expand its function to in- 
clude the important and rightful obligation of 
formulating and controlling the standards for the 
professional care of patients in hospitals. And 
for this reason, if any doctor or group of doc- 
tors, in general practice or a specialty, feel that 
they are being treated unjustly by existing stand- 
ards, they have the right, through either their 
State or sectional delegate to present their griev- 
ance to the House of Delegates. 

The always expanding inroads on the hospital 
care of patients made by proponents of the 
American Hospital Association doctrinaire which 
seek to control the professional care of all pa- 


tients, be they “In-patients” or “Out-patients,” 
cannot and must not be met with vacillating or 
conciliatory measures. There is no place for ap- 
peasement here! Without the doctor of medicine 
the hospital is but a building. Every hospital's 
reputation depends solely upon the calibre of its 
professional personnel. Few are the patients at- 
tracted by the charm of a hospital’s decor, its 
symmetry of architectural lines, or the grace of 
its superintendent.—Editorial from Detroit Medi- 
cal News, January 8, 1951. 
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BY CHARLES ROMBOLD, M.D. 
Wichita, Kansas 


Possibly every human ailment, including myopia, has stood accused as the etiologic 
villain in low-back pain. Consequently, when a patient presents low-back pain as a 


chief complaint, a divergent reaction occurs in the minds of most physicians. Etiologic factors 


as diverse as high-heeled shoes, prostatitis, and weather conditions are often mistakenly considered. 


Property when a patient presents low-back pain as 
a chief complaint, there should be a concentric 
mental reaction with our minds focusing on the 
accused area: if the pain is located in the low 
back, there must be a good probability the etiology 
is located in the low back. Recent progress in the 
diagnosis of low-back pain proves this to be true, 
and many good articles have appeared discussing 
the various facets of the complaint. 

The etiology in about 25 per cent of the cases 
complaining of low-back pain seen by orthopedists 
are disease processes such as arthritis, metastatic 
carcinoma, cord lesions, general debility, etc., or 
mechanical abnormalities such as congenital de- 
formities of the vertebrae, postural defects, etc. The 
remaining 75 per cent are due to disruption of the 
mechanics of the intervertebral disc as a result of 
trauma. In an effort to correlate the phases of this 
intervertebral disc syndrome, the pathology and 
symptoms are presented in the accompanying chart. 
Related but less important details have been omitted 
to make the chart more comprehensive. 

An exhaustive history in cases presenting any 


phase of this syndrome is diagnostic. A thought- 
fully planned history covering the onset and the 
course of the symptoms and specific questions de- 
fining their location and character are essential. An 
adequate history cannot be obtained in less than 
about fifteen minutes, but the reward for that ex- 
penditure of time is usually a specific diagnosis. 

Physical examination may add some corroborative 
evidence, but it is relatively unimportant. There 
are no laboratory tests of any value in making the 
diagnosis except an elevated sedimentation rate 
may indicate a rheumatoid arthritis. X-rays are neg- 
ative in the first phases of the syndrome. They are 
of localizing value in a myelogram in the herniated 
disc phase but are otherwise unreliable. In the de- 
generated disc phase, a good lateral x-ray demon- 
strates a narrow disc frequently with hypertrophic 
changes. 


The graphic, concise chart on the next two pages 
is presented, not as an exhaustive treatise on inter- 
vertebral disc changes, but as a guide to the general 
practitioner in the diagnosis and treatment of low- 
back pain resulting from this syndrome. 


CONTINUED ON THE FOLLOWING PAGE 
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SYMPTOMS 


INTERVAL BETWEEN ATTACKS SYMPTOMLESS 


ATTACKS 
INSTANTANEOUS ONSET 
DAY: 
DURATION 
UGHT ( FLEXED 
PRECIPITATED wf OR \ LIFTING WITH SPINE J AND 
HEAVY | | ROTATED 


[NEITHER | SACRAL ILIAC 
LOCATED IN LUMBO SACRAL AND EITHER | AND OR 
BUTTOCKS 
ACHE 
CHARACTER CATCHES WITH UNGUARDED MOVEMENTS 
DECREASED BY RECUMBENCY 
INCREASED BY FUNCTION 


TREATMENT 

INITIAL 
REST CONSTANT ON HARD, FLEXED BED ~~ 
HEAT 


MUSCLE RELAXANTS 
MANIPULATION UNDER ANAESTHETIC 
INTERMEDIATE - AS ACUTE SYMPTOMS SUBSIDE 
PERIODS OF REST DAILY 
SUPPORT 
INTERVAL BETWEEN ATTACKS “a 
EXERCISES 
PROTECTION FROM STRAIN 
SUPPORT BRACE OR CORSET (SACRO ILIAC BELT INEFFECTUAL) 
SPRINGLESS BED AND MATTRESS 
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Yy 
/ / YY 
YY > > ~4 Yy 
YY 4 aw YY 
DEEPENS BY SUCCESSIVE TEARS TO 
RUPTURE OF ANNULOUS FIBROSIS 
* 
CHAIR 
2s 


“ INTERVAL BETWEEN ATTACKS INITIAL — CONSERVATIVE 
ATTACKS PRECIPITATED BY UNGUARDED MOVEMENTS REST ON HARD, FLEXED BED 


ONSET IN LUMBO SACRAL LEG 
OCA’ = 
SUBSEQUENTLY UNILATERAL | surtock MUSCLE RELAXANTS 
== THIGH LATE — SURGICAL 
POSTERIOR CALF 


ACHE REMOVE NUCLEUS PULPOSIS AND EFFECT 
sack { 
| CATCH WiTH MOVEMENT ph i SPINAL FUSION 


CHARACTER “DEAD ACHE” — CONSTANT 
EG SHARP — WITH FUNCTION 
u i= WITH COUGH, SNEEZE, ETC. 


NUMB 
DECREASED WHEN RECUMBENT 


| FUNCTION 
sit 
STAND 
| FLEXION 


INCREASED WITH - 


DISC DISINTEGRATES GRADUALLY TO 


SYMPTOMS TREATMENT 


CONSTANT, SEVERNY CONSERVATIVE — PALLIATIVE 


LUMBO SACRAL SUPPORT — NOT A SACRO ILIAC BELT 
LOCATED ‘ SACRO ILIAC POSSIBLY WITHOUT ELASTIC 
(POSTERIOR THIGHS POSSIBLY CORSET 1 
HEAVY STAVES 
ACHE 


CHARACTER RARELY CATCH { CONVENTIONAL 
BRACE) 
(REST WILLIAMS 


DECREASED ~ PROTECTION CAST — PARTIAL FLEXION 
(SUPPORT EXERCISES 
(LIFTING PROTECTION FROM STRAIN 
INCREASED BY STRAIN \ STAND RADICAL — CURATIVE 
(FLEXION FUSION OF INVOLVED AREA 
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FOUR Pius 
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Practical Therapeutics 


DIABETIC COMA 


BY GARFIELD G. DUNCAN, M.D. 
Philadelphia, Pennsylvania 


DiaBetic coma is one of the greatest of medical 
emergencies. Though improved therapy for diabetes 
has greatly reduced the incidence and danger from 
this complication, it is still encountered to such an 
extent that nearly every large hospital receives 
some of these patients every month, and with the 
increasing prevalence of diabetes this state of affairs 
is likely to continue unless measures more success- 
ful than those in use heretofore are implemented 
to prevent diabetic coma. 

Our main objectives in coping with “the diabetic 
coma problem” deal with its prevention, and the 
correction of ketosis when it becomes established. 

The prevention of diabetic coma involves (1) ap- 
propriate control of the diabetes, (2) training of 
the patient, and (3) emergency measures during 
acute complications. 

To reduce the mortality from diabetic coma, em- 
phasis is placed on early diagnosis and early treat- 
ment. 

Appropriate treatment is available in most hos- 
pitals but not until the diagnosis is made at the 
bedside and the preliminary treatment is begun 
before moving the patient to a hospital without 
needless delay, wili the mortality be lowered. 

To shorten the duration of coma is to increase 
the likelihood of recovery. Every hour of delay of 
treatment has the opposite effect. Indeed, with each 
hour in coma in excess of six hours the chances of 
recovery are reduced at a rapid rate and if coma 
has persisted for more than 18 hours the chances 
of recovery are small. 

There is a sequence of circumstances leading to 
diabetic coma. 

1. Uncontrolled diabetes. This is essential to the 
development of diabetic coma. 

2. A reduction in the amount of carbohydrate 
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metabolized. This is in direct proportion to the rel- 
ative and absolute degrees of hypoinsulinism. 

3. An increase in the breakdown of fat. This 
occurs in the attempt to provide energy ordinarily 
supplied by carbohydrate. This is indicated by the 
increased production of ketone bodies. The oxida- 
tion of ketones is not reduced, but ketones are pro- 
duced at such a rapid rate that the normal oxida- 
tion mechanism fails to keep pace with their pro- 
duction. When this occurs, the excess, in the early 
stages, is excreted in the urine. Failing appropriate 
treatment the urinary excretion of ketones (as ace- 
tone, beta hydroxybutyric acid and diacetic acid) 
is insufficient to prevent an accumulation in the 
blood. Tests for acetone in the plasma become posi- 
tive. At first there are only traces of acetone in the 
plasma even though 4-plus reactions for acetone 
in the urine have been obtained for varying periods 


Table 1. Blood and Urine Sugar and Acetone Values in 
the Transition from Controlled Diabetes to Diabetic Coma 


urine diabetes—state of 


acetone sugar acetone 


Negative 


Controlled 


Uncontrolled 


Negative + 
| Uncontrolled and 


normal Negative 3+ | early ketosis 


Above 
nermal 2+ 4+ 4+ 
Above | 

normal | 4+ 4+ 


Uncontrolled and pre- 
| coma stage of ketosis 


Dia betic coma 


| 
? 
2 
blood 
: Normal | 0 0 
Above 
normal 
Above 
ae q 
= 
© 
= 
— 
| 


Garfield G. Duncan, M.D., 


is a native of Ontario, Canada, and a graduate of McGill University, with chief interests 
in internal medicine and especially in diseases of metabolism. He is editor of and con- 
tributor to the text, Diseases of Metabolism, and the author of the recently-published 
Diabetes—Principles and Treatment. Doctor Duncan is Clinical Professor of Medicine, 
Jefferson Medical College, and Director of the Medical Division, Chief of the Medical 
Department, and President of Benjamin Franklin Clinic of the Pennsylvania Hospital. He 
is president of the Society of U.S. Medical Consultants in World War II. 


of time. Finally, when the test for plasma acetone 
gives a +-plus_ positive reaction, the patient is in 
diabetic coma (see Table 1). 

4. Dehydration. This develops as the result of 
the hyperglycemic diuresis, plus that due to the 
acidosis. Vomiting, a common feature, intensifies 
the dehydration. 

5. Disturbance of electrolyte pattern of the blood. 
A disturbance of great magnitude occurs in the 
electrolyte pattern of the blood after the compen- 
satory mechanisms have failed. Increase produc- 
tion of ammonia and its excretion by the kidneys 
tend to reduce the loss of base and, to conserve 
the alkaline reserve, and there results a secretion of 
a highly acid urine. Stocks of sodium chloride and 
especially potassium are depleted. The polyuria and 
vomiting play important parts in this development. 
Potassium is liberated in large amounts as_ the 
tissues are broken down during an attack of di- 
abetic coma. Much of this potassium is excreted 
during the polyuric phase, but the concentration 
in the blood may be maintained at a high level 
even though a depletion of the body's total potas- 
sium is in progress. When treatment is begun, the 
abnormal tissue breakdown will be rapidly cor- 
rected, the plasma potassium will be diluted, potas- 
sium will be used in the laying down of protein 
and of glycogen, and some will be lost in the urine. 
It is at this stage that hypopotassemia tends to occur. 

6. Peripheral Vascular Collapse. Failing correc- 
tion of the foregoing abnormalities, and with pro- 
gressive dehydration and sodium depletion, the 
blood pressure falls, and finally there is circulatory 
collapse, indistinguishable from shock, and death 
may ensue. Too much emphasis cannot be given 
to the part played in these cases by the depletion of 
sodium and by dehydration. Great is the value of 
administering salt and fluid by mouth, when prac- 
ticable, in the early stages of diabetic ketosis. 

7. Renal Failure. The development of severe de- 
grees of dehydration and the resultant lowering of 


blood pressure reduces the flow of blood through 
the kidneys. Hence a decrease in the production of 
urine at this stage is usual. Indeed, in some cases 
the blood pressure is lowered below that necessary 
to maintain enough circulation to the renal glom- 
eruli so as to produce urine, and then the secretion 
of urine stops. Following these changes increasing 
amounts of urea—extrarenal azotemia—become de- 
tectable in the blood. 

In cases in which oliguria prevails, the urine 
contains large amounts of sugar, albumin, an abun- 
dance of granular casts, and red blood cells. In all 
but the very rare cases of diabetic coma, tests for 
acetone bodies in the urine are strongly positive. 

The foregoing manifestations of diabetic ketosis 
are reversible except in those patients whose coma 
has been of such depth and duration that irrepara- 
ble changes in the tissues have taken place, and in 
those patients who, for one reason or another, have 
failed to get appropriate treatment. 

The reversal of the pathologic trend is accom- 
plished by adopting measures aimed at restoring 
physiologic values. Fundamentally treatment con- 
sists of giving insulin, fluid, and electrolytes. In- 
sulin, which permits the body to use sugar, reduces 
the production of ketones, and paves the way for 
ensuing benefits. With the depletion of the keto 
acids which results, base is released. This explains 
why alkali is not needed in most cases of diabetic 
coma. 

Fluids correct the dehydration, raise the blood 
pressure, and tend to restore normal renal function. 

Physiologic saline solution corrects sodium and 
chloride depletion, aids in the retention of fluid in 
the body, and reduces the trend toward peripheral 
vascular failure. Potassium therapy, by correcting 
hypopotassemia, eliminates a very real danger to 
life in these cases. 

It is clear that the earlier the diagnosis is made 
in this snowball-like accumulation of complications, 
the more simple the treatment will be. 
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Prevention of Diabetic Coma 


Correction of hyperglycemia and glycosuria and 
the maintenance of a normal state is the most cer- 
tain method of preventing coma. This applies when 
there are no complications, but it applies especially 
during the course of acute complitations and nota- 
bly acute infections. It is unusuak for a patient to 


develop diabetic coma unless some acute precipita- 


ting complication is present. Barring such compli- — 


cations, ketosis tends to progress slowly over days 
and weeks, but in the presence of an acute pyo- 
genic infection, unchecked, it progresses rapidly. 
Indeed, progression from a mild ketosis to diabetic 
coma may occur in from six to twelve hours. 

Control of the diabetes is accomplished and 
maintained by (1) dietary measures and with in- 
sulin therapy when the severity of the disorder 
warrants this measure, (2) training of the patient, 
and (3) by making appropriate changes in dict, 
and giving insulin during the acute complications. 
In these ways diabetic coma may be prevented. 


Insulin Therapy 


Insulin therapy is of great importance in the pre- 
vention of diabetic coma. Barring acute complica- 
tions, the obese diabetic is reduced in weight by 
restricting the caloric intake, and no insulin is 
needed. But, with the onset of an acute infection, 
insulin is as essential for these patients as it is for 
the thin diabetic with severe diabetes. 

The program of insulin therapy will vary with 
the severity of the diabetes. One small dose of 
protamine zinc insulin may be all that is necessary, 
but this is not usually the case. One dose of globin 
insulin suflices for a somewhat larger percentage of 
cases, or one dose of NPH insulin, whereas a mix- 
ture of NPH and regular insulin, adjusted in 
amounts to meet the patient's needs, controls the 
diabetes in a much larger group of cases. Combined 
protamine zinc insulin and regular insulin given 
separately or, in suitable cases, as a mixture, with a 
small dose of regular insulin before supper is still 
the most effective treatment we know of for the 
small group of patients with labile diabetes. 

Each of these insulin regimens has its place in 
the treatment for uncomplicated diabetes, and when 
appropriately applied will be, in their respective 
groups, the therapy of choice in controlling the 
diabetes and thereby aiding in preventing diabetic 
coma. 


The diabetic should have a broad general knowl- 
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edge of his disease, but it is imperative that he be 
taught concerning: 

1. The preparation, measuring, or in the unusual 
case, weighing, and the distribution of his diet. 

2. The brand of insulin he is using, the dose, the 
time of injection, and how and where to give the 
insulin. 

3. The unfavorable effect which acute complica- 
tions have on diabetes and the need for insulin. 

4. The danger of omitting insulin because of 
anorexia which so frequently is a symptom of early 
ketosis. Such anorexia is often precipitated by an 
acute infection. A dose of insulin should never be 
omitted because of anorexia if strongly positive re 
actions for glycosuria prevail. 

5. The testing of the urine for sugar, and which 
specimens to test during the day. It is especially 
important that every diabetic patient make arrange 
ments to have these tests made during episodes of 
iilness. It is striking how frequently patients who 
are most conscientious about testing for glycosuria 
while well, will stop making the tests when they 
become ill. 

6. The necessity of having his physician quickly 
take over the management of the diabetes in the 
event of anorexia, acute febrile attacks, and uncon- 
trolled glycosuria of severe degrees. 

7. The factors which (a) precipitate coma, Cb) 
the speed with which diabetic coma may develop, 
and (c) the early symptoms of diabetic coma. 


Variations During Acute Complications 


The acute complication may be mild and con- 
trollable by merely increasing the dose of insulin. 
In the case of short-term minor complications, addi- 
tional small doses of insulin at 4 or 6-hour intervals 
often suffice to keep the diabetes from getting out 
of hand. 

During acute febrile disturbances tissue metab- 
olism is increased and the effectiveness of insulin 
is reduced (see Figure 1). Hence it is of utmost 
importance that the patient should not be advised 
to omit his insulin if he cannot eat; to omit it often 
results in tragedy. Instead, if there is a strongly posi- 
tive reaction for glycosuria, the usual dose, at least, 
should be given, and each subsequent voiding of 
urine should be tested for sugar. If the degree of 
glycosuria does not abate in 4 hours, regular insu- 
lin should be given at 4-hour intervals in small but 
increasing doses as may appear necessary. If the 
precipitating disorder is not abating and if the gly- 
cosuria has not perceptibly decreased in 12 hours, 
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FEVER INFECTION 
LEUKOCYTOSIS 


ARTIFICIALLY INDUCED 
FEVER. NO LEUKOCYTOSIS 


8 


Figure 1. The relative effects of identical amounts 
of regular insulin on the blood sugar levels 
in complicated and noncomplicated diabetes. 


NONCOMPLICATED 
DIABETES 


then the patient should be admitted to a hospital. 
Based on 17 years of satisfactory results, 1 can 
recommend the following procedures for the man- 


Table 2. “House Diet’’—Four Equal Meals (Protein 110 Gm.; Fat 65 Gm.; Carb. 250 Gm.—2,000 Calories) 


agement of acute complications in diabetic coma: 

Diet. The total diet values need not be changed 
from those the patient has been using at home, but 
the diet should be given in four equal feedings, one 
every 6 hours. Most dietitians prefer that nourish- 
ment be given at 6:00 a.m., midday, 6:00 p.M., and 
midnight. At one hospital they prefer 9:00 a.m., 
3:00 p.m., 9:00 p.m. and 3:00 a.m. These meals 
are prepared according to the physician's wish, with 
liquid, soft, or regular foods. 

To gain the great advantages of this program it 
is imperative that no feeding should be omitted. 
One physician stated that he followed this plan but 
omitted the early morning nourishment. In so doing 
he sacrificed all advantage of the equal division and 
equal distribution of the diet in the 24 hours. 

For the patient who was not adhering to a pre- 
scribed diet before admission with an acute com- 
plication, the diet as outlined in Table 2 is usually 


no. food list household wt. 

exchanges exchange no. sample menu meas. Gm. P F S cal. 
6:00 A.M. 
2 Bread 4 Bread 1 sl. 25 2 : 15 68 
Oatmeal Re 100 2 - 15 68 
2 Meat 5 Eggs 2 — 14 10 146 
11s Milk 1 Milk, skim te 240 8 - 12 80 
1 Milk, skim, powder 1 tbsp. 12 2 4 24 
1 Fat 6 Butter 1 tsp. § 5 - 45 
Fruit 3 Banana sm. 75 1S 60 
Total 28 15 61 491 
12:00 Noon (Repeat at 6:00 P.M. with suitable exchanges ) 
2 Meat 5 Beef, roast, leer. 2 oz. 60 14 6 — 110 
2 Bread 4 Bread 1 sl. 25 2 - 15 68 
Lima beans "Ye 90 2 : 15 68 
1 Vegetable 2A Lettuce and tomato 1 serv. 100 _ 
1 Vegetable 2B Carrots Ye 100 2 7 36 
] Milk 1 Milk, skim le 240 8 12 80 
2 Fat 6 Butter 2 tsp. 10 10 90 
Fruit 3 Pear 


12:00 Midnight 


Ils Milk 1 Milk, skim 
Milk, skim, powder 
2 Meat 5 Cottage cheese 
1 Bread 4 Saltines 
1 Fat 6 Butter 
3 Fruit 3 Grape juice 


le 240 8 12 89 
1 tbsp. 12 2 - 4 24 
“we 90 14 10 = 146 
5 20 2 15 68 
1 tsp. $ 5 — 45 
we 189 30 120 
Tetal 26 15 61 483 
Day's Total 110 62 250 1,998 


This diet, equally divided into four nourishments, illustrates that employed for treatment during acute complications when a dose 


of regular insulin is given at 6-hour intervals. 


The food exchange plan as adopted by the American Diabetes and American Dietetic Associations is included for purposes of 


wider selection of foods. 
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Table 3. Liquid Diet—Four Equal Meals (Protein 110 Gm.; Fat 65 Gm.; Carb. 250 Gm.—2,000 Calories) 


no. food list 


exchanges exchange no. sample menu 


household wt. 
meas. Gm. 


6:00 A.M. 
Bread Oatmeal in 
Milk Milk, whole 


le 


Lactose or sugar or dexin 


Meat Eggs, coddied 
Fruit Pineapple juice 


12:00 Noon (Repeat at 6:00 P.M. with suitable exchanges ) 


Soup (thin with broth) 


Meat $ 
Bread 4 
Vegetable 2B 
Fruit 3 
Milk 1 


Meat puree 

Potato, mashed 

Peas puree 
Grapefruit juice 
Milk, whole 


Lactose or sugar or dexin 


12:00 Midnight 
Milk drink 
216 Milk, skim 


Milk, skim, powder 


2 Eggs 


1 pt. 
tbsp. 
2 


Lactose or sugar or dexin 1 tbsp. 


Light cream 
Grape juice 


2 tbsp. 


Total 


Day's total 2,027 


This liquid diet is designed for patients with acute complications who are unable to eat regular food. The division into four equal 
meals, one every six hours, in conjunction with four doses of regular insulin, facilitates the control of the diabetes during emergency 


periods. 


suitable. A diet having the same values but in 
liquid form is presented in Table 3. 

For the patient who cannot retain food by mouth, 
parenteral therapy is necessary. The basic formula 
that is recommended for each 24 hours consists of: 


Water 3,000 cc. 
100 Gm. 


200 Gm. 


Casein hydrolysate 
Glucose 


This is administered as 2 liters of 5 per cent 
casein hydrolysate, 5 per cent glucose solution, and 
one liter of 10 per cent glucose solution in distilled 
water. Suitable adjustments should be made in the 
quantity of fluid given to fit the needs of the indi- 
vidual patient. This parenteral therapy is divided 
into 4 equal administrations of 750 cc. each, and 
one is begun at six-hour intervals. 

The patient with an acute infection who has not 
been taking insulin but who has 4-plus reactions for 
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glycosuria may be given 25 units of regular insulin 
at once, and at 6-hour intervals more or less should 
be given later, according to the effect of this dose 
on the glycosuria. Adjustments are made in the 
dosage until the glycosuria is reduced to insignifi- 
cant amounts. Regular insulin is used exclusively 
in coping with acute infections. In this manner the 
relatively unpredictable effects of two different in- 
sulins are avoided, as is the varying effect of a pro- 
tamine zinc insulin during the course of the day. 

The patient already taking insulin may, in the 
event of an acute infection, be given first one-third 
of the total dose, e. g., if the precomplication insu- 
lin dosage was 90 units, the initial dose of regular 
insulin at the outset of treatment in the hospital 
would be one-third of this amount or 30 units. Sub- 
sequent doses at 6-hour intervals are adjusted as 
necessary to bring the diabetes under control. When 
the complication has been corrected, the former 
plan of diet and insulin therapy is resumed. 


20 2 15 68 
‘ = 240 8 10 12 170 
2 tbsp. 20 20 80 
2 2 14 10 — 146 
* Total 24 20 62 524 
, 
2 2 60 4 6 110 
1 100 2 15 68 
1 Yr 100 2 7 36 
Ac 150 15 60 
bseae 1 le 240 8 10 12 170 
es Total 26 16 64 504 
480 16 24 160 
Milk 12 2 4 24 
14 10 - 146 
10 10 40 
1 Fat 6 30 5 45 
Mie,” 2 Fruit 3 120 — — 29 80 
32 15 58 495 
75 


Diagnosis of Diabetic Coma 


Diabetic coma should be thought of in every 
case of semistupor or unconsciousness. Alcoholism, 
drug poisoning, and intracranial vascular accidents 
far outnumber the cases of coma, but certain im- 
portant features, some or all of which may be 
present, clinch the diagnosis of diabetic coma. If 
one suspects diabetic coma, those features which 
most speedily verify the diagnosis should be investi- 
gated at once and initial therapy be started betore 
continuing the more complete investigations. 

The urine must be tested for sugar and acetone. 
If strongly positive reactions are obtained, a sample 
of venous blood is taken in an oxalated tube and 
allowed to stand until a couple of drops of clear 
plasma can be aspirated. This plasma is tested for 
acetone, and if the reaction is strongly positive (4+- 
plus), the diagnosis of diabetic coma is sufficiently 
certain so that one should give at once 40 units of 
regular insulin intravenously and 60 units subcuta- 
neously. Also, 8 ounces of broth to which has been 
added '2 teaspoonful of ordinary table salt should 
be given by mouth. These simple measures will 
often correct nausea and stop vomiting in the early 
stages. 

The patient is usually seriously ill, dehydrated, 
and has varving degrees of air hunger as evidenced 
by the increased respiratory excursion, a dry skin, 
and decreased intraocular tension. The eyes are 
sunken, the tongue is dry; there is dried secretion 
on the teeth and sometimes strings of tenacious 
mucus in the mouth. The blood pressure is below 
normal, the pulse is increased in rate, and of re- 
duced volume; and, in the presence of a serious in- 
fection, the body temperature may be elevated. Sub- 
normal temperatures are common, however, and are 
the rule if no infection is present. The extremities 
are usually cool. 

With essential treatment begun in the home, the 
patient is then moved to a hospital where more de- 
tailed studies and closer control of therapy is pos- 
sible. Upon arrival the sugar content of the blood 
withdrawn in the home is determined, and more 
blood is withdrawn for the following analyses: 
sugar content, acetone, CO, combining power, 
hematocrit, specific gravity (whole blood), and urea 
nitrogen. The urine is examined for sugar and 
acetone. A culture is taken of the urine and a com- 
plete routine examination—chemical micro- 
scopic—is done. An electrocardiogram is secured 
early in the treatment to serve chiefly as a_ basis 
with which to compare subsequent changes, nota- 


bly those indicative of the development of a hypo- 
potassemia. The blood pressure is recorded at least 
every hour until clinical improvement is well under 
way. 


These studies are repeated until the clinical con- 
dition of the patient is such that they are no longer 
necessary. 
The differentiation of diabetic coma from the 
stupor or unconsciousness due to a hypoglycemia 
should be a simple matter. In the latter instance the 
patient is well hydrated, the skin is moist, the blood 
pressure is normal or elevated, the pupils are usual- ‘ 


ly dilated, and tendon reflexes are increased with a 


positive Babinski sign a common finding. 


Also, the hypoglycemic individual was well until 


perhaps a few minutes or an hour before the onset 


of the stupor or unconsciousness. Diabetic coma 


develops much more slowly, taking at least several 
hours. 


The bladder should be emptied, and if glycosuria 


is present in cases of hypoglycemia, a second speci- 


men secured a few minutes later will not contain 


sugar. The blood sugar is below normal, and fol- 

lowing the intravenous administration of 20 cc. of 

a 20 per cent solution of glucose, in all but a rare 

case of hypoglycemia, recovery will be prompt. This 

measure is recommended if there is any doubt. The 

glucose will do the patient in coma no harm and 

it will cure the attack of hypoglycemia. It is un- 

wise to wait for the laboratory report on the con- e 
centration of sugar in the blood before proceeding 

with the glucose therapy. 


Treatment for Diabetic Coma 


Insulin. Therapy is directed at fundamental 
faults with the aim to restore physiologic values as 
rapidly as is practicable. Insulin (regular) is given 
at half-hour intervals and in amounts adequate to 
correct the ketosis and bring the hyperglycemia 
under control. The initial dose is 40 units intra- 
venously and 60 units subcutaneously, and there- 
after 50 units are given at half-hour intervals. If no 
improvement has been achieved after 6 hours, the 
dosage should be increased to 75 units, and if no 
improvement is noted after 8 hours, a further 
increase in dosage should be made. 

It is not unusual to find little detectable im- 
provement chemically in the first four hours of 
treatment, but it is unusual for no improvement to - 
be noted in the first six hours. 

As the amount of acetone in the plasma begins 
to decrease, the patient's sensitivity to insulin in- 


GP © Volume Ill, Number 4 


4 ae. 

Fa 

i 
| es 
| 
| 
4 


creases, and as the plasma acetone decreases to | 
plus, nourishment and insulin can be given at 6- 
hour intervals with return, at the end of 24 hours 
and barring other acute complications, to the pre- 
coma plan of treatment. Some patients may require 
huge doses of insulin—even thousands of units— 
in the first 24 hours. In this event there is more 
likely to be a cumulative action with a great danger 
of hypoglycemic reactions immediately following the 
correction of the ketosis. In such cases, we stop the 
giving of insulin until glycosuria returns and then 
shift to the 6-hour interval dosage and _nourish- 
ments. 

Fluids and Electrolytes. Two liters of normal 
saline are given rapidly, and further quantities are 
given more slowly but are continued as long as the 
specific gravity of the whole blood exceeds 1.055 
and as long as the hematocrit reading exceeds 50 
per cent. Following these guides, it will be found 
that some patients need no more than 3 liters of 
fluid intravenously, whereas occasional patients 
need huge quantities. One of our patients received 
more than 8 liters of fluid intravenously in the first 
twelve hours and yet showed no indication of over- 
hydration. Routinely, except in the case of an 
oliguric or anuric patient, we administer potassium 
chloride, 1 Gm. every 4 hours for 5 doses begin- 
ning after 4 or 6 hours of therapy. 

Frequent electrocardiographic tracings serve as 
guides to the need for potassium. The character- 
istics indicating excessive concentrations of potas- 
sium in the serum are shown in the left tracing 
of Figure 2, namely the increased amplitude of the 
T wave with a narrow base. This is a common find- 
ing at the outset of treatment and is a contraindi- 
cation to the administration of potassium at that 
time. As therapy proceeds, the T wave flattens and 
the Q-T interval becomes prolonged. In the right 
tracing in Figure 2, the T wave has become in- 
verted with prolongation of the Q-T interval. These 
are indications for the giving of potassium. 

Alkali. Alkali is usually not needed in the treat- 
ment for diabetic coma, but we use it in cases of 
very low CO, combining power and in cases of ex- 
treme hyperpnea. In such cases we give not more 
than an amount sufficient to raise the CO, com- 
bining power beyond 30 volumes per cent, bearing 
in mind that, as treatment continues, base is re- 
leased in large quantities from a combination with 
the ketoacids, and that an alkalosis is easily precipi- 
tated if one gives unwarranted amounts of a solu- 
tion of sodium racemic lactate. 

Glucose. Glucose given early in the treatment 
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SERUM K=77 
R-R (sec) =.64 
CALC. O-T = 32 


SERUM 
R-R (sec) = 56 
CALC. =.296 


Figure 2. The influences of the concentration of potas- 
sium in the blood on electrocardiographic records are 
illustrated in precordial lead CR;. (After Nadler ef al.) 


will, I believe, do no harm, neither do I believe 
it will do any good or serve any useful purpose 
while marked degrees of hyperglycemia prevail. Or- 
dinarily we give 1,000 cc. of 5 per cent solution of 
glucose beginning at the end of 6 hours of therapy, 
if at that time the patient is unable to retain nour- 
ishment by mouth. As a result of this rule, only a 
small percentage of patients in diabetic coma need 
glucose intravenously. 


Gastric Lavage. This measure is not carried out 


as a routine but only when indicated by abdominal 
pain, distention of the stomach, and excessive vom- 
iting. The semicomatose patient may wince when 
the abdomen is palpated. This is due to distention 
of the stomach, or to sodium chloride depletion, or 
to both. In such cases gastric lavage is done, and 8 
ounces (240 cc.) of physiologic saline solution are 
allowed to remain in the stomach. 

Enema. An enema is essential in these severely 
dehydrated patients, but it may be postponed until 
the patient's clinical condition registers consider- 
able improvement. 

In conclusion it seems well to emphasize: 

1. That coma is often precipitated by the physi- 
cian’s advice to omit insulin when the patient can- 
not take food. 

2. That anorexia is an early symptom of diabetic 
ketosis. 

3. That one should give 4 equal nourishments 
equally spaced in the 24 hours with 4 doses of reg- 
ular insulin to control the tendency to ketosis dur- 
ing acute complications of diabetes. 

4. That early diagnosis is needed. 

5. That treatment should be started at once—in 
the home. 

6. That qualitative tests for acetone in the plasma 
be used, with the degree of hyperglycemia and 
glycosuria as guides to therapy. 

7. That the routine administration of potassium 
chloride to these patients is a safe procedure in the 
absence of oliguria or anuria. 
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THERAPEUTIC HINTS 


Constipation 


Or tate Dr. J. A. Bargen has been enthusiastic 
about the use of Cellothyl, which comes in 0.5 Gm. 
tablets, for constipation. It is a methyl cellulose 
which swells up in the bowel and becomes like a 
jelly. 

The difficulty with all such bulk producers is 
that they tend to work beautifully for anywhere 
from a week to months and then the colon some- 
how becomes accustomed to them so that it will 
then no longer respond to the stimulus. The day a 
man first eats three figs his stools may be too bulky 
and his bowels may move four times. After ten days 
of eating figs, he may eat two dozen and remain 
constipated, ‘wh small stools. 

Curiously also, after the colon has become accus- 
tomed to one form of bulk it may respond strongly 
to another similar one. A man discovered that if he 
will eat each day a few canned figs and then after 
a week change to canned plums, he can go on in- 
definitely without any constipation and with a per- 
fect bowel function. 

Actually, one can hardly imagine a more con- 
venient way of curing constipation than the eating 
of canned figs and canned plums. They are tasty 
and cheap and they serve as breakfast fruit. Some 
persons with a sensitive colon will fear to eat the 
figs because of the seeds, but actually the seeds are 
so small that they will do no harm. 

It is interesting that some persons can get help 
from eating prunes while others cannot. Some few 
persons get a perfect bowel movement from taking 
each morning before breakfast a small glass of 
sauerkraut juice. With this they should take two or 
three glasses of water, so as to form a salt solution 
that will run quickly through the bowel without 
causing any discomfort. 

Another simple method that works well for some 
people is to drink physiologic saline solution. Often 
this will go right through ‘te digestive tract with- 
out producing _ any Sacembent. The thing to do is 
to put a third of a teaspoonful of table salt into a 
glass of water. Three or four such glassfuls can be 
taken while the person is dressing. 

Sometimes when a woman with a highly sensi- 
tive colon is desperate for relief, she will find that 
oil enemas work well. Using a catheter and a fun- 
nel, she can put into the rectum the last thing at 
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night three or four ounces of warmed paraffine oil. 
Occasionally a difficulty with this is that a little of 
the oil leaks out during the night. Glycerin sup- 
positories are satisfactory unless they irritate the 
rectum. If the person should have an anal fissure, 
the drug will burn violently. 

For some persons with constipation difficult to 
control, a good pill is one which depends mainly 
on bile for its laxative properties. For older people 
there is no objection to the use of laxatives. Often 
a pill or two at night is the best prescription. There 
are, of course, days when the laxative will work 
too much and other days when it won't work at all. 


Folic Acid and Pernicious Anemia 


Topay, with several treatments available for cases 
of pernicious anemia, it is well to know which will 
work well and which are not quite adequate for 
continued use. In the June, 1950, number of the 
Journal of Laboratory and Clinical Medicine, S. O. 
Schwartz, S. R. Kaplan, and B. E. Armstrong re- 
ported that folic acid is an unsatisfactory thera- 
peutic agent for the continuous maintenance of 
patients with pernicious anemia. 


Shock After a Bee Sting 


Many cases have been reported in which a person 
went into shock and died or almost died after being 
stung by a wasp or a bee. In such cases the skin 
becomes cold and cyanotic, the face flushes, respira- 
tion becomes rapid, shallow and labored, and the 
victim may die within a few minutes. Accepted 
theory is that the particular person happens to be 
highly allergic to something in the venom. 

J. T. Paul and S. J. Presley report a case in 
which after a man was stung on the lip and be- 
came very ill, treatment with antihistaminic drugs 
brought him out of the shock and apparently sav a 


his life (Illinois M. J., May, 1950). 


Antihistaminics and Colds 


Tue report of a special committee of the Medical 
Research Council of England which investigated 
the use of the antihistaminic drugs in the preven- 
tion and treatment of common colds appeared re- 
cently (Brit. M. J., Aug. 19, 1950). They made 
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extensive trials using both the drug and a placebo, 
and never telling either the patient or his physician 
what was given. The final conclusion of the in- 
vestigators was that there is no definite evidence to 
prove that the antihistaminic drugs tried had any 
value in the treatment of colds. 


Streptomycin and Vertigo 


Accorpinc to Dr. Edmund Fowler, Jr., of Colum- 
bia University, streptomycin, which tends to block 
the vestibular mechanism, should be tried in the 
treatment of persons who are suffering from the 
type of vertigo which arises in edema in the inner 
ear. 


Amebce and Bacitracin 


In THE ].A.M.A. for July 1, 1950, Dr. Harry Most 
and colleagues report that 80 per cent of 43 patients 
with amebic infections but without symptoms were 
freed of their amebae with the help of bacitracin. 
The drug was given by mouth and toxic symp- 
toms were negligible. 

J. D. Hughes advises giving 0.25 Gm. every 4 
hours for a few days. 


Aureomycin and Syphilis 


Accorpinc to R. R. Krertanp, W: E. Herrell, and 
P. A. O'Leary, writing in the Archives of Derma- 
tology and Syphilology for February, 1950, aureo- 
mycin is highly efficient in the treatment of syphilis. 
It should be particularly valuable in the treatment 
of patients who have become resistant to or sensi- 
tive to penicillin. 


Vitamin B,, and Shock 


IN EXPERIMENTS with guinea pigs, Dr. Vincenzo 
Traina of Cleveland found that vitamin B,, can 
prevent anaphylactic shock. The note is published 
in Nature for July 8, 1950. 


Atabrine and Heart Disease 


AraBrRINE works well in many cases of auricular 
fibrillation and other abnormal cardiac rhythms 
according to Charles H. Eaton and R. L. Hill, 
writing in the United States Armed Forces Med- 
ical Journal, May, 1950. Because of the possible 
toxic results from the prolonged use of Atabrine, 
the doctors never gave more than 3 intragluteal 
injections of 0.4 Gm., each dissolved in 10 cc. of 1 
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per cent Novocain solution. The Atabrine dihydro- 
chloride is available in ampules containing 0.2 Gm. 
An injection gives a high level of Atabrine in the 
blood. If this causes the normal rhythm to return, 
further doses are not given. 

Auricular fibrillation is converted to normal sinus 
rhythm with the use of quinidine in perhaps 60 
per cent of the cases, while with Atabrine it is simi- 
larly relieved in about 50 per cent of the cases. 
Usually when quinidine fails to restore the normal 
sinus rhythm, Atabrine is also unsuccessful. Ata- 
brine did not help a few patients with hyperten- 
sive and arteriosclerotic heart disease. It appears to 
work best in cases of auricular fibrillation of short 
duration associated with a nonvalvular type of heart 
disease. Atabrine was of no more value than quini- 
dine in the cases of chronic fibrillation with or 
without valvular disease, and it was of doubtful 
value in the treatment of tachycardia of supraven- 
tricular origin. In the reported series of cases a 
normal rhythm was restored in 66 per cent of the 
cases with either Atabrine or quinidine. 


Drugs for Epilepsy 


MEsanTOIN appeared to be the best available drug 
for treating 200 cases of epilepsy reported by H. L. 
Kosol in the Archives of Neurology and Psychiatry 
for February, 1950. It often quieted the fits when 
other medicines had failed. Only 12.5 per cent of 
the patients failed to get help. 

As to dosage, some adults could not take more 
than 0.3 Gm. daily, or they required only that 
much for relief. Others took or needed 1.8 Gm. or 
18 tablets a day. 

In none of Kosol’s cases was there serious trouble 
with the drug, but he knew of two cases in which 
it apparently had caused death. One patient de- 
veloped a severe bullous dematitis and the other an 
aplastic anemia. 

Paradione is another drug found to be useful in 
epilepsy. From 0.6 to 2.1 Gm. Cusually 0.9 Gm.) 
is given each day, and it works beautifully in some 
cases of petit mal, especially in young people. This 
drug appears to be slightly less efficacious than 
Tridione, but it is less toxic, and sometimes it will 
work better than Tridione does. All patients when 
put on the drug should have their blood studied at 
frequent intervals. 

H. S. Mustard and S. Livingston in the Journal 
of Pediatrics for November, 1949, reported studies 
on 156 patients with petit mal, treated with Tridi- 
one. Sixty-seven per cent showed definite improve- 
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ment; 52 per cent either failed to respond favorably, 
or showed toxic effects which made it necessary to 
stop the use of the drug. 

Unfortunately, in some of the patients who had 
both grand mal and petit mal, the giving of the 
drug caused the grand mal seizures to be worse. 
Nevertheless, the writers thought Tridione the 
most effective drug available for the treatment of 
petit mal. In all cases the administration should be 
closely watched because the side reactions can be 
very dangerous. 

Recently some men have given glutamic acid for 
petit mal, especially in cases of children. They re- 
port good results, but other men have failed to 
confirm this. 

Still another drug, reported by Mogens Ellerman 
in 1947 is Epidon. He found it but little toxic and 
without depressing effects. The adult daily dose 
was 3.0 to 5.0 Gm. in 4 portions. 


Dihydrostreptomycin 


AccorpiNnc to David T. Carr and his colleagues at 
the Mayo Clinic, 1 Gm. of dihydrostreptomycin 
every 12 hours appears to be a safe dose for an 
adult who weighs from 50 to 75 kilograms and 
whose kidneys are working well. The concentra- 
tion of the drug in the blood serum of such a patient 
runs between 45.6 and 57.6 micrograms per cc., one 
hour after the injection. It is hoped that neurotoxic 
reactions will be avoided by keeping the amount 
in the blood serum below 50 micrograms per cc. 
It is doubtful if a dose of 1 Gm. every 12 hours 
need be exceeded except on rare occasions. 


Gangrene of the Heel 


In PERHAPS 5 per cent of all cases of gangrene of 
the legs, the trouble begins in the heel. Sometimes 
it is there alone, and at other times it occurs also 
in the toes. Sometimes it comes in both heels of 
bedridden people and is the result of pressure on 
the bed. Another type follows breaking the skin of 
the heel, with subsequent infection. 

In Angiology (1:46, February, 1950), S. S. 
Samuels discussed the treatment of the two types. 
The extremity should be raised and the necrotic 
epithelium and slough should be removed. All pus 
should be gotten out. Antibiotics should be used. 

The problem of relieving pain is often a difficult 
one. The ordinary narcotics may not help. Samuels 
obtained good results with 3-hydroxy-N-Methyl- 
morphinan a synthetic analgesic of a morphine 


type. This was given in doses of 2.5 to 5 mg. hypo- 
dermically every 8 hours or so. As yet it is not 
known whether the drug is habit-forming. It 
worked spectacularly in some of the cases. Doctor 
Samuels also gave plenty of aspirin and whiskey to 
help control the pain. An ounce of alcohol gives 
about the same deadening influence on pain as 
does 5 gr. of aspirin. 

In some cases vasodilating drugs may have been 
of some value. Samuels used beta pyridylcarbinol, 
a relative of nicotinic acid (Roniacol tartrate). It 
is converted in the body into nicotinic acid which 
dilates the vessels. The dose is 100 mg. taken by 
mouth or injected into the muscles 2 or 3 times a 
day. 

In order to clean up the wound, Samuels recom- 
mended soaking the feet for from 5 to 20 minutes 
in a solution of green soap in warm water. After 
the wound is clean the use of 5 per cent Panthenol 
in a carbowax base greatly helped the growing over 
of the skin. 

Samuels states that one should never consider 
amputation until all other treatment has failed. 


Pylorospasm and Procaine 


In THE British Medical Journal for May 20, 1950, 
G. Roka and L. G. Lajtha- reported that in many 
cases they had been able to relieve a spastic pylorus 
by giving the patient by mouth 50 to 100 ml. of a 
1 per cent solution of procaine twice a day. They 
stated that the results last from 1 to 3 hours. They 
have found that this treatment will sometimes stop 
vomiting. 

The authors stated that within 10 minutes after 
taking the medicine the pylorus becomes atonic, 
and a barium meal can go through without hin- 
drance. 


Herpes of the Cornea 


One of the most painful and terrible of diseases 
is herpes of the cornea. Often it destroys the eye. 
In the American Journal of Ophthalmology for 
June, 1950, P. Thygeson and M. J. Hogan de- 
scribed 24 cases, in which they used for local in- 
fusion a 0.5 per cent solution of aureomycin in 
boric acid solution. The material was dropped into 
the eye every half hour day and night for 2 days. 
In 14 of the 24 patients the keratitis healed in from 
4 to 7 days. The authors stated that good results 
have been obtained also from the application of a 
weak solution of tincture of iodine. 


GP @ Volume Ill, Number 4 


é 
4 
e 
ai 


Cips from Other Journals 


Miniature X-Rays and the Heart 


A. K. Marutsen, W. Morris, and G. P. Wilson 
reported a study of 7,093 roentgenograms of the 
chest, 158 of which showed an abnormal cardio- 
vascular picture (Am. Heart J., April, 1950). 
Ninety of the patients concerned were found to 
have heart disease. The types encountered were 
hypertensive disease in 42, arterioslerotic disease in 
15, rheumatic heart disease in 26, congenital heart 
disease in 6, and thyrotoxic disease in one. Thirty- 
three of the patients did not know that they were in 
danger. In the course of this study, 22 cases of 
tuberculosis were picked up, 13 of them active and 
9 apparently arrested. 


Lower-Leg Stasis 


In NornMAL persons the calf muscles serve as a sort 
of heart to pump venous blood up the leg. The 
valves in the veins must be normal for this mech- 
anism to work well. When it does not, patients may 
develop edema of the lower leg with induration, 
severe pain, and eventual ulceration of the skin. 

Gunnar Bauer (Angiology 1:1, 1950), recom- 
mends for these persons ligation of the popliteal 
vein. After this operation, the calf muscles are able 
to drive the blood through small channels into the 
larger veins of the thigh. This operation was per- 
formed 194 times in a Swedish hospital. In 156 
cases, followed up for a few years, a good recovery 
was obtained in 84 per cent. In 11 per cent of the 
patients the trouble came back; 5 per cent of the 
persons became seriously troubled again. 


The Paralytic’s Bladder 


IF A PHYSICIAN ever gets involved in caring for a 
patient who has had a paraplegia with a paralytic 
bladder, he will do well to read an article by E. P. 
Stone (J. Urol., 63:673, 1950). Stone summarized 
information obtained in regard to “neurogenic 
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bladders” observed during the care of 272 paralyzed 
patients at the Cushing Veterans Administration 
Hospital. 

As Stone said, the disease is bad enough, but in 
most cases the patients are frequently being faced 
by the danger of some serious complication. What 
Stone calls mass spasms were the worst neurogenic 
disturbance seen. Other troubles were hypertrophy 
of the vesical neck, a contracted bladder, a reflux 
of urine up the ureter, the development of calculi, 
urethral fistulas, bladder diverticula, and of course, 
infection. 

In his article, Stone described one after another 
of these troubles in detail. He outlined a plan for 
the care of these terribly handicapped men. Fifty 
per cent of them obtained a satisfactory result from 
treatment. 


Erythema Nodosum 


Ir Now appears that tuberculosis may have some- 
thing to do with the cause of erythema nodosum 
because in Norway, where erythema nodosum is 
reportable, its incidence has greatly fallen since the 
widespread use of the B.C.G. vaccine. 

In the Scandinavian country from 1941 to 1948, 
there has been a fall in the incidence of pleurisy 
from 2,989 to 1,247 cases, and coincidentally there 
has been a fall in the reported incidence of ery- 
thema nodosum from 1,374 to 634 cases. It is pos- 
sible, of course, that other causes besides the 
B.C.G. vaccine are responsible for the fall in inci- 
dence—the doctors may simply have ceased to re- 
port the symptom. 

H. J. Ustvedt stated (Nord. med., Jan. 30, 1948) 
that tuberculosis was definitely present in 29 per 
cent of 200 cases of erythema nodosum, and proba- 
bly the cause of the symptom in another 37 per 
cent. He thought that every patient with erythema 
nodosum should be treated as if he or she had 
tuberculosis. 


W. B. Coen and D. T. Jones reported (Pedi- 
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atrics, June, 1950) that they had been able to arti- 
ficially produce subcutaneous nodules indistinguish- 
able from those which occur spontaneously in pa- 
tients with rheumatic fever. They did this by the 
subcutaneous injection of some blood. Only infre- 
quently could they produce such nodules in persons 
suffering from conditions unrelated to rheumatic 
fever. Citrated blood obtained from patients with 
highly active rheumatic fever seemed to be more 
effective in producing the nodules in patients with 
quiescent and mildly active rheumatic fever than 
did the patient’s own blood. However, blood taken 
from healthy young adults also produced the nod- 
ules. In some patients even the injection of a solu- 
tion of sodium chloride produced nodules. Nodules 
were produced in some rheumatic patients also by 
the subcutaneous injection of hyaluronidase. 


Endometriosis 


Joun FALion and his associates recently discussed 
the treatment of 430 women who were suffering 
from endometriosis (Ann. West. Med. & Surg., 
July, 1950). Excision of the lesions in the pelvis 
was often followed by a recurrence, but it was also 
followed in many cases by a much desired preg- 
nancy. Some patients were helped also by the 
taking of stilbestrol and testosterone. Unfortunately 
these drugs sometimes gave unpleasant side effects. 

One way of diagnosing the lesions is to use a 
culdoscope. This will show chocolate cysts and 
blueberry spots, together with other rarer types of 
lesions. 

Fallon is now trying to save as many women as 
possible from early castration. Often the terrible 
Hushes and the bad psychic effects after castration 
are worse than the original complaint of menstrual 
pain. 


Lymphedema 


One of the troublesome and puzzling types of 
swelling of the legs is due to what is called lymphe- 
dema. In the new journal (Angiology, Jan. 1:1, 
1950) Geza de Takats and M. H. Evoy reported a 
study of 150 cases. In 28 cases the trouble appeared 
to be on a congenital basis; in 11 it appeared to be 
traumatic, in 58 it was inflammatory, in 22 it was 
degenerative, and in 31 the origin was not clear. 
The disease occurred in 155 women and 35 men. 

In the congenital cases, one often finds other 
congenital anomalies such as birthmarks, heman- 


giomas, lymphangiomas, and lymphangiectases. 
Many small lymph cysts were found in the subcu- 


taneous and other tissues. In these cases, no inflam- 
matory element was noted. In some cases, the 
edema went up as high as the lower abdomen. 

The traumatic lymphedemas follow sprains, 
broken bones, contusions, and lacerations. Unless 
well treated, this type of lymphedema may become 
chronic. Another cause is injury to the lymph 
nodes in the groin with a blocking of the channels. 
Heavy roentgen ray treatment of some lesions can 
destroy the lymph channels. Another cause is 
metastatic cancer. 

In most cases, the lymphedema appears to be of 
inflammatory origin. It may be associated with a 
periphlebitis. Sometimes the trouble is due to stand- 
ing most of the day at work. 

In the cases of many women, especially during 
the summer, there is a lymphedema which appears 
to be due to the drinking of too much water. Some- 
times it comes around the menstrual period when 
there appears to be an excess of water in the body. 
In such cases, taking away salt and water helps. 

Elastic stockings may bring relief; also the eleva- 
tion of the legs at night. 

In rare cases in which the disease has been so 
marked as to produce an elephantiasis, a modified 
Kondoleon operation can be performed. It must be 
remembered that because of the enormous size of 
the operative field this operation can be fatal. 


Smoking and Lung Carcinoma 


Evarts GraHam and others have indicated that 
the recent remarkable increase in the incidence of 
carcinoma of the lung is probably due to the great 
increase in the use of cigarettes. Now comes the re- 
port of an English study of the same subject (Brit. 
M. J., Sept. 30, 1950) in which Drs. Richard Doll 
and A. Bradford Hill report on studies made on 
649 men and 60 women with carcinoma of the 
lung. Only 0.3 per cent of the men and 31.7 per 
cent of the women were nonsmokers. The corres- 
ponding figures for control groups of persons with- 
out cancer of the lung revealed that 4.2 per cent 
of the men and 53.3 per cent of the women were 
nonsmokers. 

More significant perhaps is the fact that among 
the persons with cancer of the lung the percentage 
of heavy smokers was higher than in the control 
group. Thus 26 per cent of the men and 14.6 per 
cent of the women with lung carcinoma admitted 
smoking more than 25 cigarettes a day. Among the 
noncancerous patients, only 13.5 per cent of the 
men and none of the women were such heavy 
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smokers. Much appears to depend also on the 
length of time during which a man or woman has 
been a heavy smoker. 

It appeared that cigarette smoking was more 
closely related to carcinoma of the lung than was 
pipe smoking. No distinct association was found 
with inhaling, but most heavy smokers are inhalers. 

The patients with carcinoma of the lung ap- 
peared to have begun their smoking slightly earlier 
in life and had continued it for slightly longer 
periods than had the control persons, but these dif- 
ferences were too small to be significant. 

A graph presented by Doll and Hill shows a 
remarkable rise in the incidence of cancer of the 
lung from about 1924 onward. The death rate from 
cancer of the lung per million rose slowly from 
about 5 in 1900 to about 17 in 1924. Then it shot 
up to about 225 in 1947. 

This same subject was discussed editorially in 
the same number of the journal. There it was stated 
that in 1922 there were 612 deaths in England and 
Wales from cancer of the lung, while in 1947 there 
were 9,287 deaths. 


Multiple Sclerosis 


Tue FrinpiNnc of changes in the blood of patients 
with multiple sclerosis has been reported by Harold 
H. Jones, et al (Ann. Int. Med., Oct., 1950). There 
is an abnormal response to the giving of glucose by 
mouth with an elevation of pyruvic acid content 
in proportion to the lactic acid content. The fasting 
level of pyruvic acid may remain high throughout 
the 4 hours of the test. The serum cholesterol tends 
to be elevated, and is higher in the cases in which 
the disease is active. The inorganic phosphorus in 
the serum is low. 


Sympathectomy in Hypertension 


Tue results in 80 cases of sympathectomy for hyper- 
tension have been reported with conspicuous lack 
of enthusiasm by two Englishmen, Robert Platt 
and S. W. Stanbury (London Lancet, April 8, 
1950). In the majority of their cases, the results 
were poor, and the authors were highly critical of 
the good results reported by American surgeons. 
Platt and Stanbury suspected that many of the 
good results reported in the U. S. A. were due to 
the fact that our surgeons operated so often that 
they took on a group of persons who would have 
gotten along well enough without the operation. 

In only 11 of their 80 patients did Platt and 
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Stanbury get a significant and lasting reduction of 
blood pressure. Most of the patients so helped 
were young women under 40 years of age suffering 
either from essential hypertension or from renal 
hypertension with good renal function. 

The doctors concluded that sympathectomy 
should rarely be advised for the treatment of hyper- 
tension. They admitted that the headache and the 
eye changes will sometimes be relieved by a sym- 
pathectomy that does not lower the blood pressure. 
There is no evidence that the life of a person with 
mild hypertension can be prolonged by the opera- 
tion. Platt and Stanbury discovered how poor the 
results of operation can be in the cases of young 
people with malignant hypertension. 


Blood Sugar and Glycosuria 


IN A statistical study of 6,000 cases of diabetes re- 
ported by H. J. John (Ann. méd., Oct., 1950), 
it was stated that the commonly held idea that 
sugar does not come out in the urine until after 
the level in the blood has decidedly risen is not 
true. In 360 cases, or 6.3 per cent, glycosuria was as- 
sociated with a blood sugar level of 120 mg. per 
cent or less. The teaching that the renal threshold 
is around 180 mg. per cent of blood sugar is not 
borne out by these new studies. According to them, 
the renal threshold can be anywhere from 50 to 
600 mg. per cent of blood sugar. 


The Fractured Mandible 


AN EXCELLENT article on injuries resulting from 
auto accidents in which persons have broken their 
faces against the windshield was recently written 
by G. Kenneth Lewis (J. Oral Surg., April, 1950). 
Lewis has reviewed at considerable length a num- 
ber of the problems presented. The article is well 
illustrated and shows all of the common types of 
fracture. 

Lewis stated that emergency care is rarely em- 
ployed in mandibular fractures except when the 
bone is comminuted in the incisor region, or when 
there is a double fracture in the bicuspid region. 
The danger then is that the tongue may drop back 
and block respiration. For this reason, right after 
the accident the patient should lie on his face, or 
he should sit bending forward, until the doctor can 
fix the tongue in a forward position. 

Good cleansing of the mouth is the best way of 
preventing sepsis. If the patient can brush his teeth, 
he should do this at least 7 or 8 times a day, using 
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a soapy toothpaste. Mouth washes are of little 
value. 

So far as possible all teeth should be retained for 
use later in wiring and fixation of fragments. Only 
the teeth that are acutely infected should be re- 
moved. 

Sometimes with severe injuries, abscesses are 
formed, particularly in the region of the angle of 
the mandible, and then a drain should be in- 
serted in a dependent area. It should be carried to 
the line of fracture, and should be left in place 
for from 3 to 7 days. 

The patient's nutrition should be maintained, 
and often he can be given meat finely ground up. 
This may be pushed into the mouth with the 
fingers. If one or two teeth are missing, a tube can 
be passed between them and this will simplify the 
problem of feeding. 

The anesthetic generally used when work is 
done on a broken mandible is procaine block. With 
general anesthesia, the patient may vomit after- 
wards. Much strain may be put on the ‘eeth also 
while the patient is waking from the anesthesia. 
At the time of operation, if general anesthesia is 
used, a string should be fastened to the tongue to 
keep it forward. 

Those interested in reprints of this article may 
write Doctor Lewis, Assistant Clinical Professor of 
Otolaryngology, University of Illinois College of 
Medicine, Chicago, Illinois. 


The Pink Disease 


AN ARTICLE on what he calls the “pink disease” 
was recently published by W. S. Craig (Brit. 
M. J., Sept. 30, 1950). He says it is a clinical 
entity met with only in children, usually between 
the ages of 6 months and 3 years. The cause is 
unknown. The general appearance of the child 
is one of abject misery. He is peevish and fretful 
and whines continually. He has no interest in 
anything. He is constantly scratching himself, and 
rubbing his hands and feet or chewing his fingers. 
He falls asleep only through sheer exhaustion. 
What has given the name to the disease is the 
bright pink color of the hands and feet. When cold 
they have a bluish-red appearance. The color is 
most pronounced in the tips of the fingers and 
toes. There is a glazed appearance of the skin. 


Sometimes there is some desquamation. The con- 
dition has been described as resembling raw beef 
or a washer-woman’s hands. The redness may 
appear also on the cheeks or on the nose. 


From 5 to 10 per cent of these children die, 
usually from intercurrent infections. Sometimes 
after a long course of misery, the patient recovers. 
In the mildest cases it takes from 6 to 8 weeks 
before the child gets better. Sometimes a child will 
be ill for a year. 

Craig states that every effort must be made to 
keep up the child’s nourishment. Often something 
must be given to relieve the child’s distress, and 
Craig favors the use of choral hydrate in doses of 
1 to 3 gr. Sometimes potassium bromide is used in 
doses of 2 to 5 gr. 


Tantalum Gauze in Hernias 


IN RECENT YEARS tantalum gauze has been used in 
the handling of large hernias which otherwise 
would be very difficult to repair successfully. George 
R. Dunlop reported the use of tantalum gauze in 
the repair of 100 cases of large incisional and in- 
guinal hernias (New England J. Med., 242:542, 
1950). All the wounds healed by primary intention, 
and the gauze did not seem to do any harm; the 
tissues accepted it. 

In repairing an inguinal hernia, the gauze is 
usually placed over the suture line and is fitted 
above the internal ring. The cord is then placed 
over the wire mesh and the external oblique muscle 
is closed over the cord, thus making an inguinal 
canal. 

In the case of ventral hernia, Dunlop thinks it 
very important to cover the gauze with subcuta- 
neous fat, because skin left next to the wire may 
slough. 

Dunlop thinks that the use of this gauze was 
worthwhile, since in difficult cases it resulted in a 
high percentage of cures. 


Deafness in Infants 


Many TIMEs a small child has been thought to be 
feeble-minded when really he was stone deaf. Often 
it takes some time before the parents are sure that 
the child cannot hear. Now Drs. J. E. Bordley and W. 
G. Hardy of the Johns Hopkins Hospital and Medi- 
cal School have been showing that deafness can be 
demonstrated in infants by measurement of skin 
resistance (Science News Letter, Nov. 11, 1950). 
The idea underlying the test is that when human 
beings are stimulated in various ways, sweating oc- 
curs. As a result, the skin resistance to the passage 
of minute electric currents is reduced. This change 
in resistance can be amplified and plotted on a 
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moving drum to give a visible record of the re- 
sponse to the stimulus. 

First the child is conditioned to develop skin re- 
sistant changes in anticipation of a standard sound. 
This is done by giving a light, painless electric 
shock a few seconds after a standard sound is made. 
Once the child has been taught to respond to the 
sound stimulus, the tone is gradually reduced in 
loudness until a point is reached where the child 
no longer hears. Then his skin no longer responds. 


Alcoholism and the Acute Abdomen 


R. Coun and C. Mathewson, Jr., note that in the 
San Francisco Hospital, in the years since June 
1942, 161 alcoholics have been seen in whose case 
the primary complaint was pain in the abdomen 
(Quart. J. Stud. on Alcohol, Sept., 1950). In these 
cases the alarming abdominal symptoms cleared up 
quickly with rest, the giving of intravenous fluids, 
and gastric suction. A scout film should always 
be made to rule out obstruction in the small bowel 
or signs of free air in the abdominal cavity. It is 
well to get an estimate of serum amylase to rule 
out acute pancreatitis. 

Most of the patients were nauseated and some 
were vomiting. Some had severe pain. Fourteen of 
the patients complained of diarrhea. Sixty-two 
showed signs indicating irritation of the peritoneum. 
In most cases the white blood count was low. None 
of the patients was found to have ulcers. The 
mechanism of the causation of the symptoms is still 
a puzzle. 


Pulmonary Calcification and Histoplasmosis 


Accorpinc to J. A. Prior and colleagues, studies of 
4,829 students who entered Ohio State University 
in 1946 and 1948 indicate that in most cases in 
which pulmonary calcifications are seen, the cause 
is likely to be histoplasmosis, or perhaps infection 
with some related organism which gives a similar 


skin test (Pub. Health Rep., Sept. 1, 1950). 


Malignant Bone Tumors 


S. B. Prevo described a large series of bone tumors 
diagnosed by biopsy, and well studied over a period 
of time (J. Bone & Joint Surg., 32A:298, 1950). 

At the Memorial Hospital, 59 patients with osteo- 
genic sarcoma who survived for over 5 years had 
their cases reviewed in an effort to see whether or 
not certain types of tumor offer better prognosis. A 
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biopsy helps most in deciding how rapid the growth 
will be, and what the tendency will be to metastasis. 
The greatest number of five-year survivals were 
obtained through surgical treatment. It is hard to 
say how much irradiation with x-rays helps, and in 
the last 5 years the author has given up preopera- 
tive x-ray therapy. Routine postoperative treatment 
with “toxin” has also been abandoned. 

Five of the 59 patients who survived for 5 years, 
later died of their sarcoma. Two lived between 6 
and 7 years, and one lived for 14 years after opera- 
tion. Another patient who is still walking about 15 
years after amputation, has a large pulmonary 
metastasis! In his case the tumor was a chondro- 
sarcoma of low-grade malignancy. 


Carcinoma of the Breast 


ANDROGENS have a profound influence on metas- 
tases from carcinoma of the breast in about one- 
third of the cases, but the improvement is only 
temporary according to P. D. Abrahamson (New 
Orleans M. & S. J., June, 1950). Abrahamson 
says that to date there is no real evidence that 
estrogens in the dosages commonly used produce 
carcinoma. He feels that it is unfortunate that many 
physicians frighten patients who have to take estro- 
gens for the menopause by telling them that they 
may develop cancer. Such fears appear to be based 
on old experiments in which enormous doses of 
estrogens were given to mice. It was like giving a 
pound or so of estrogen each week to a woman, 
and this for the duration of her life. The giving of 
0.5 mg. of stilbestrol to a woman for 2 or 3 years 
of her life is a very different thing. 

According to R. W. Raven (Brit. M. ]., June 10, 
1950), a woman with many metastases due to a 
cancer of the breast was treated by bilateral 
odphorectomy. A biopsy was made of one of the 
nodules in the skin to make certain of the diag- 
nosis. Ten weeks after the operation, the lumps 
were smaller and some of them had disappeared. 
Some 5 months later all the lumps had disappeared. 

Raven writes that Schinzinger first suggested 
odphorectomy as a treatment for breast cancer, as 
early as 1889. In 1896 Beatson reported trying this 
treatment, and later, many reports came in. Now 
the method is being revived. Waring has stated 
that after ovariectomy the primary growth may al- 
most disappear in from 20 to 30 per cent of the 
patients. Unfortunately the results are temporary 
and the tumor later starts growing again. However, 
in the cases of some of Waring’s patients, the dis- 
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ease remained inactive for from 2 to 4 years. 

Dargent reports the discouraging fact that car- 
cinoma of the breast will develop occasionally in 
women who are already castrated. Raven felt that 
removal of both ovaries is preferable to their irradi- 
ation. 

D. A. G. Galton reported using androgens in 70 
cases of advanced cancer of the breast (British J. 
Cancer, March, 1950). Fourteen of 70 otherwise 
hopeless patients apparently received considerable 
help from the treatment. Some of the women lost 
their pains and were able to go back to work for 
about 6 months. In 10 cases the remission lasted 
for more than a year. Seven of 31 patients with 
metastases in the bones got such relief of pain that 
they were able to get up and work again. 

Galton’s conclusion was that androgen therapy 
is a good alternative to surgical castration; it gives 
practically the same results. 


Spinal Process Marrow 


A comparison of marrow obtained by sternal punc- 
ture and by spinal process puncture was reported 
by R. A. Polson and E. A. Packham (Canad. J. 
Research, June, 1950). The results were the same, 
but most of the patients said they preferred the 
spinous process procedure. In no case was the 
sternal puncture preferred. The authors concluded 
that since the two forms of puncture give the same 
information, the new type of spinal process punc- 
ture should now be the one used. 


Urinary Retention in Women 


One seldom thinks of operating for urinary reten- 
tion in women, but according to J. L. Emmett, S. 
P. R. Hutchins, and J. R. McDonald of the Mavo 
Clinic some women have a decided amount of 
residual urine with symptoms indicating difficulty 
in emptving the bladder, and they can be bene- 
fited by a transurethral resection of the vesical neck 
(J. Urol., June, 1950). 

The authors reported 100 cases. In 24 the 
trouble was a neurogenic dysfunction of the blad- 
der, and in the remaining 76 cases there was an 
abnormal frequency of urination and difficulty in 
urinating. Usually the operation was performed 
only when considerable amounts of residual urine 
were found. In 16 of 76 patients it was possible that 
a previous pelvic operation had had something to 
do with interfering with the function of the blad- 
der. In another 60 patients who had not been oper- 


ated on it was hard to say what had gone wrong. 

It takes judgment to know how much tissue to 
resect. If after operation the patient does not void 
satisfactorily, a little more tissue can be removed. 
Usually very little tissue had to be removed. 

Good results were obtained in 46 cases. Con- 
siderable improvement was obtained in 16 cases, 
and no improvement was obtained in 14. 


Painful Stumps 


One of the miserable things that a surgeon has to 
treat is a painful amputation stump, and W. R. 
Russell and J. A. K. Spalding have now reported 
their work on the repeated percussion of neuromas 
(Brit. M. J., July 8, 1950). Their theory is that if 
the nerve fibers in a neuroma are repeatedly trau- 
matized, they will degenerate, they will cease to be 
tender, and will thereby lose their capacity for 
causing pain. 

In the case of every painful stump, Russell and 
Spalding make an effort to find and locate tender 
neuromas. They can generally be felt as nodules 
from a few millimeters to a few centimeters in di- 
ameter. Pressure on them gives distress. 

If the neuromas are very. sensitive, a blood pres- 
sure cuff is put on the leg and blown up so as to 
produce anoxemia. With this the neuromas become 
less sensitive, and then they can be pounded. This 
is usually done with a mallet and an applicator 
consisting of a wooden shaft about 15 cm. long 
with a metal dome on one end to provide a smooth 
contact that will not damage the skin. There is a 
“crutch rubber” on the other end to deaden the 
sound of the tapping. The applicator is held firmly 
on the neuroma and is then hammered with the 
mallet as hard and as rapidly as is possible, with- 
out causing the patient too much discomfort. If the 
patient should feel sensations referred to a phan- 
tom limb, this will confirm the hope that the ap- 
plicator is on the right neuroma. After percussing 
the neuroma for several minutes, the cuff is re- 
moved and percussion is continued for 20 minutes. 
The percussion is repeated 3 or 4 times a day. An 
electrical vibrator is sometimes preferred to a mal- 
let. With this the patient can give himself the 
treatment. 

Out of 33 cases, there were 19 in which the pa- 
tient reported good or excellent results, and 5 pa- 
tients were helped. There was only one failure in 
the first 15 cases, but in the last 18, in some of 
which the patients were especially difficult to 
handle, there have been 8 failures. 
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Juformation Please 


Blocking the Stellate Ganglion 


Q. My father, aged 68, has recently had a cerebral accident, 
probably due to a thrombosis. He is beginning to talk again 
and is able to get out of bed and use his right arm. The family, 
having read a recent article in the Saturday Evening Post, want 
to know if we should have a stellate ganglion injected. Would 
this be advisable? 


A. It would probably do no harm to try, but it 
is hard to see how a temporary opening up of 
cerebral blood vessels can bring any great or lasting 
improvement. The artery that became plugged will 
probably never canalize and all that one can hope 
for is a very temporary opening up of other 
arteries. 

According to Paul W. Searles and William K. 
Nowill, writing in the Southern Medical Journal, 
Leriche and Fontaine were the first, in 1936, to 
suggest blocking of the stellate ganglion for the 
improvement of the circulation of the brain. 
Another report was by Mackie and Scott who 
thought that in nine out of their 19 cases the patient 
was helped. In 1948 Gilbert and de Takats recom- 
mended this procedure for the treatment of vascular 
accidents. They reported 121 cases, many with 
improvement. The mortality rate, however, re- 
mained unchanged. 

Searles and Nowill compared the results in a 
group of 55 patients with strokes, on whom stellate 
ganglion blocks were performed, with the results 
in a control series of 158 patients not so treated. 
After a little experience they decided not to treat 
those cases in which bloody spinal fluid showed 
that there had been a large hemorrhage in the 
brain. Theoretically, an opening up of blood 
vessels in such a case could only do harm. 

To make the block, the patient is placed on his 
side with his neck acutely flexed. The needle is 
inserted in the interspace between the seventh 
cervical and first thoracic vertebrate. When it runs 
into bone, it is partially withdrawn and redirected 
upward and medially and advanced about 1 cm. 
deeper than before. One or 2 cc. of a 2 per cent 
solution of procaine or a 1.5 per cent solution of 
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Metycaine are then injected. After from 2 to 5 
minutes another 5 or 8 cc. are injected. A successful 
block, of course, is evidenced by the appearance of 
a Horner’s syndrome with a warm, dry arm and 
hand, and a dropping back of the eyeball on the 
injected side. 

Writers have questioned the value of this pro- 
cedure. Some physiologists have claimed that the 
cerebral blood vessels are not under the control of 
vasomotor nerves, but others do not agree. It is 
difficult to see how the block could have anything 
more than a transitory effect. It is hard to see how 
it could possibly have an effect on either a hemor- 
rhage or a thrombosis, and if it had an effect on 
an embolus it would only be to allow the plug to 
move forward a little. 

In the J. A. M. A. for February 10, 1951, Dr. 
Paul G. Flothow wrote that he deplored the public- 
ity on the method and that he has seen some un- 
pleasant results. He believes that the treatment can 
be effective if carried out soon after a thrombosis, 
but his results have not been as good as those 
reported. 


Absence of Vagina 


Q. | have a young woman who, going for a premarital exami- 
nation, was found to have no vagina. She has only a shallow 
pit within the vulva. What can be done for her? What type of 
operation is now being done? 


A. The usual operation now being done is of 
the McIndoe type (Journal of Obstetrics and 
Gynecology of the British Empire, 45:400, 1938). 
In this operation skin grafts are taken from the 
upper part of the thigh, modeled over a big test 
tube, and inserted into the region where the vagina 
should be. Such grafts usually heal well into place. 
The operation is performed at one sitting, and the 
risk to the patient is immensely less than that with 
the old operations in which a piece of the bowel 
was cut off and pulled down into place. In recent 
years Counseller at the Mayo Clinic has been doing 
this operation with much success and he _ has 
reported a series of 76 cases (J. A. M. A., 136:61, 
1948). 
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In another recent article on the subject, J. L. 
Cochran (Journal of the Bowman Gray School of 
Medicine of Wake Forest College, Oct., 1950) 
stated that when there is a small pouch present 
within the vulva this can often be stretched until 
it forms an adequate vagina. It may take six months 
to do this, but when it can be done, this is the 
ideal method of handling the situation. 

The technique is well described in Curtis and 
Huffman’s Textbook of Gynecology. They found it 
satisfactory in a number of cases. 


Excessively Low Basal Metabolism 


Q. The laboratory in our hospital keeps reporting basal meta- 
bolic rates of minus 35. | must have had a dozen such reports 
last year. The patients did not look myxedematous; they were 
wide-awake and quick in their moving and thinking. Usually 
they were made worse by the giving of thyroid substance. What 
is the most probable explanation? 


A. The most probable explanation is that the 
girl who does the tests has not for years renewed 
the canister containing soda lime. Suitably pre- 
pared granulated soda lime removes carbon dioxide 
from the air in the closed circuit type of machine. 
After a while the chemical becomes exhausted and 
useless. Then, with the CO, left in the circuit, the 
impression gained will be that less than the normal 
amount of oxygen has been used by the patient. 
In other cases the technician fails to make the 
proper calculations and corrections. 

Certainly no physician should ever accept un- 
questionably a laboratory report which does not fit 
with the other facts about the patient. It is a 
mistake not to repeat tests when the results look 
wrong. 


Sympathectomy for Intermittent Claudication 


Q. | have a man of 52, not a diabetic, who for a year has 
suffered from intermittent claudication. His feet are cold and 
his tibial pulsations poor. He is now threatened with gangrene 
of some toes. What are the chances that a sympathectomy 
will help him? 


A. The value of lumbar sympathectomy in the 
treatment of sclerosis of the arteries, particularly in 
the legs, was recently discussed by Michael E. 
DeBakey, associated with Oscar Creech and J. P. 
Woodhall in the J. A. M. A. for December 9, 1950. 
They studied 146 consecutive patients. These were 
divided into three groups: (1) with no gangrene, 
(2) with impending gangrene, and (3) with frank 


gangrene. They were also subdivided into those 
with and without diabetes. 

The best results were obtained in those patients 
with the least severe disease, and in them 85 per 
cent showed definite improvement. A_ gratifying 
improvement was seen also in three-fourths of the 
patients who had impending gangrene. Good im- 
provement was seen even in a third of the patients 
in whom gangrene had appeared. There was no 
difference in the results obtained in the persons 
with and without diabetes. There were no operative 
deaths. 

Unfortunately, the results of a sympathetic block 
with a drug do not always tell what results will be 
obtained with an operation. Contraindications to 
the operation are severe cerebral, cardiac, renal, or 
pulmonary involvement, or a_ far-advanced or 
rapidly progressive process in the legs with pro- 
nounced atrophic changes. 


Does Cortisone Help Cancer? 


Q. Does there seem to be any chance of Cortisone’s ever 
curing cancer? 


A. Not much at present. In the J. A. M. A. for 
November 25, 1950, Samuel G. Taylor III and his 
colleagues reported studies on the use of ACTH 
or Cortisone in the cases of twenty-six patients 
with advanced cancer of one kind or another. 
Temporary regressions were seen in some patients 
with Hodgkin's disease, lymphosarcoma, and 
chronic lymphatic leukemia, but the patients with 
carcinoma, acute leukemia, myelogenous leukemia, 
and myeloma showed no improvement, so far as the 
growth of the tumor was concerned. They showed 
temporary improvement only in their general con- 
dition and mental outlook. 


An error occurred in the article, “Diarrhea With- 
out Pathogens,” in the Information Please De- 
partment of GP, February, 1951. The corrected 
sentence should read: “Thus in the British Medi- 
cal Journal for June 17, 1950, J. H. Magnusson 
and his colleagues reported that in some cases of 
infantile diarrhea and vomiting, they found a 
peculiar type of Escherichia coli, the so-called 
Neapolitan variety, which appeared to be the 


offending organism.” 
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THE DOCTOR AND THE ARMED FORCES 


An exclusive interview with Armed Forces Medical Policy Council, 


RICHARD L. MEILING, M.D., Chairman 


Docror Meine, readers of GP are interested in 
facts about the doctor draft. We appreciate your 
willingness to answer some questions. Let’s begin 
with this: 

1. It has been estimated that the Armed Forces would re- 
quire 13,000 additional physicians during the first six 
months of 1951. Is this correct? 

A. Such an assumption is not entirely accurate. 
The actual number of physicians required during 
the first six months of 1951 is classified informa- 
tion, as are all actual troop strengths or require- 
ments. 


2. Will the young physicians trained under the ASTP or 
V-12 program in World War II be balanced by older 
men with previous military experience when it comes to 
calling men to active duty? In what ratio? 


A. Yes, I can state that between now and July | 
we can meet our requirements from men who fall 
in category I under Public Law 779; in other words, 
those who were trained under the ASTP or V-12 
program during World War II and who have had 
less than ninety days military service. When you 
speak of “the young physicians,” it must be re- 
called that a great number of them have had one or 
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more years of postgraduate study or practice fol- 
lowing the termination of the ASTP and V-12 pro- 
gram in 1946. In answer to the other part of your 
question, we actually had on duty in the Armed 
Forces, in July 1950, more than 5,000 physicians. 
These men who are older either chronologically or 
in military experience, or both, will serve as a bal- 
ancing element as we integrate those in category 
I into our present military expansion program. 


3. Is it possible to indicate, Doctor Meiling, how many 
medical reserve officers with World War II service you 
expect will be called up during the first six months of 
1951? In the last six months of 1951? 


A. Any reserve officer may volunteer, and it is too 
early to predict the number who may do so in 1951. 
This number, of course, will decrease the number 
who must be called on a “nonvolunteer” status. 
National Guardsmen and Organized Reservists are 
being called to duty with their units. In exceptional 
cases, a limited number of reserve officers who are 
specialists in critical fields may be needed. 

4. Do you believe that a ratio of 3.5 medical officers to 
every 1,000 troops will be acceptable as a maximum 
standard? Have the Armed Forces changed their table 
of organization regarding the ratio of medical officers 
to troops? What is the contemplated ratio of general 
practitioners to surgeons and other specialists? 

A. | believe that 3.5 doctors per 1,000 troops is a 
reasonable ratio for a force of 3.5 million or more. 
The Armed Forces have never used ratios as the 
basis for their planning, and there are very good 
reasons for not doing so. Ratios are an end-product, 
not a point of departure. However, changes in 
tables of organization, allowance lists, and tables of 
distribution have resulted in a considerable saving 
of doctors. The ratio of general practitioners to spe- 
cialists in the Armed Forces will be about the same 
as that in civilian life. In addition to the 3.5 million 
military strength it must be remembered that mili- 
tary doctors are also providing on the job medical 
care for approximately 1.5 million civilian em- 
ployees, and 3 million dependents of military per- 
sonnel receive varying degrees of medical service. 
The average daily hospital census of dependents of 
military personnel will be approximately 4,500. 

5. What are the Armed Forces’ plans to increase the num- 
ber of medical administrative personnel in order to re- 
lieve medical officers of administrative duties when prac- 
tical? 

A. During and after World War II many changes 
were made which enabled military doctors to de- 
vote more of their time to professional work. Today 
we find hundreds of administrative personnel in 


spots that formerly would have been filled by doc- 
tors. It should be understood, though, that “pro- 
fessional duties” are not limited to bedside hospital 
care of patients. They include all those jobs that 
only a doctor can fill—the prevention of diseases, 
stafing combat medical units, the command of 
military hospitals, planning and operating the medi- 
cal services, and so forth. 


6. In view of the smaller number of physician registrants 
in the “50 years and under” group than anticipated 
(74,027 actual against 150,000 estimated) do you believe 
that deferment rules will have to be tightened? 


A. To get the real figure on the “50 years and 
under” group, you should add the 30,000 reserves 
to the 74,027. The reserves, as you know, did not 
have to register under the provisions of P. L. 779. 
There are no set “rules” for deferment—each case 
is handled on its own merit. I believe that defer- 
ments will be efficiently and equitably processed 
under the system that has been set up. 

7. You undoubtedly know, Doctor, that the A.M.A. has rec- 
ommended an age limit of 55 years instead of 45. Do 
you consider the physician over 50 physically qualified 
for the vigors of field service? 

A. Well, perhaps the best way to answer that is 
to cite an example. Major General Erskine Hume, 
Chief Surgeon of United Nations Forces, has re- 
ceived his fourth Purple Heart as a result of battle- 
field wounds received in Korea during October, 
1950. He is past the 60-year-old mark, hence, I con- 
sider the individual rather than an age group as 
the criterion. 

8. How does the National Advisory Committee to Selective 
Service System co-ordinate its deferment policy with the 
Armed Forces Medical Policy Council? 

A. Direct liaison between the Chairman, National 
Advisory Committee to Selective Service (Doctor 
Rusk), and the Chairman, Armed Forces Medical 
Policy Council (Doctor Meiling) is maintained. 
All policies are reviewed by both groups prior to 
establishment. 


9. Will medical reserve officers with previous service in 
World War Il be deferred if they are considered es- 
sential to their community? How do the Armed Forces ob- 
tain information on the classification of a reserve officer 
in regard to essential service in his community? 

A. The local and state advisory committees to the 
local and state Selective Service Boards advise the 
military service on the essentiality of each reserve 
officer prior to call-up. This is co-ordinated by the 
“Rusk Committee.” If the military service rejects 
the advice given, appeal is provided for to the Sec- 
retary of Defense. 


GP @ Volume Ill, Number 4 


+" 
é 
| 
J 
! 


10. Doctor Meiling, here is a question from a number of GP 
readers: Since most general practitioners will be assigned 
as general medical officers, and the proper discharge of 
their duties will require a knowledge of military organ- 
ization and tactics, are they given such instruction before 
being assigned to military units? 

A. The Army sends newly-commissioned medical 
officers to Brooke Army Medical Center for four 
weeks of indoctrination in military organization and 
tactics and military medicine. The Air Force, be- 
ginning March 5, 1951, will send its new officers 
to Gunter Air Force Base for a similar period of in- 
doctrination. The Navy conducts a three-week in- 
doctrination course for new officers in the various 
naval hospitals. ' 

11. If advancement in responsibility and rank depends as 
much on administrative and command ability as on ability 
in medical science, are general medical officers given an 
opportunity to acquire training and experience in com- 
mand administration? 

A. There are many opportunities for officers to at- 
tain proficiency in command and staff work that 
would qualify them for advancement in responsi- 
bility and rank. On-the-job training and experience 
is one of the best ways Cand perhaps the most com- 
mon way) to climb the promotion ladder. Also 
available to medical officers are the Command and 
Staff College, the Armed Forces Staff College, the 
Air University, the Schools of Aviation Medicine, 
the Submarine School, the Army War College, the 
National War College, and several other schools 
and special courses. Medical officers may also take 
courses in civilian schools leading to advanced de- 
grees in Public Health, Hospital Administration, etc. 

12. After general medical officers have provided both medi- 
cal and surgical service in combat areas and are returned 
to base hospitals in the rear areas for duty, are they 
granted privileges in those hospitals in accordance with 
the service they performed in the forward areas? 

A. General practitioners need have no qualms about 
discrimination. All medical officers are assigned ac- 
cording to their professional qualifications, military 
attainments, battlefield and combat experience, staff 
schools, and college courses. 


13. What provisions are made in military hospitals, Doctor 
Meiling, for young general officers to gain experience 
in medicine and surgery under supervision of more ex- 
perienced medical officers? 

A. All officers assigned to duty under board certi- 
fied specialists receive credit and should keep their 
own “Department of Defense Medical Officers Pro- 
fessional Training Record.” This record is available 
from the Surgeon General’s office of each of the 
three military services and has been approved and 
accepted by each of the medical specialty boards. 
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Purpose of Armed Forces 
Medical Policy Council 


EsTaBLISHMENT of an Armed Forces Medical 
Policy Council, as the principal agency of the 
Secretary of Defense in the field of medical and 
health services for the Armed Forces, combines 
in one organization leading military and civilian 
medical and health authorities, under a civilian 
chairman. 

The Council will develop basic medical and 
health policies for the Department of Defense 
and review those of the three military depart- 
ments. It will collaborate closely with other de- 
fense agencies, such as the Joint Chiefs of Staff 
and the Munitions Board, where medical con- 
siderations are involved. 

Among the responsibilities of the Council are: 

(a) developing and establishing uniform or 
joint programs in the Army, Navy, and Air Force 
medical services, including joint utilization and 
cross-servicing of facilities; 

(b) reviewing medical phases of budget esti- 
mates and legal proposals; 

(c) initiating programs for standardization of 
technical medical activities of the three services; 

(d) representing the Secretary of Defense in 
dealing with other governmental and nongovern- 
mental agencies in medical and health matters of 
mutual interest; and 

Ce) developing close co-operation and mutual 
understanding between civilian and military med- 
icine and the allied professions. 

In the latter field, the three civilian members 
of the Council will insure active participation by 
civilian experts in developing broad medical and 
health plans for the Armed Forces. 

Participation by the Surgeons General of the 
Army, Navy, and Air Force will enable the 
Council to evaluate over-all plans in relation to 
tactical and strategic missions of the three services 
and to consider operating problems of each. 

The Armed Forces Medical Policy Council 
incorporates in a single organization the services 
previously performed by the following: Armed 
Forces Medical Advisory Committee (composed 
of civilian physicians and dentists under the 
Chairmanship of Charles P. Cooper); the Office 
of Medical Services and the Director of Medical 
Services, Department of Defense; and the Mili- 
tary Medical Advisory Committee (formed by 
the Director of Medical Services and composed 
of the Surgeons General of the Army, Navy, and 
Air Force, the Chief Medical Director, Veterans 
Administration, and the Surgeon General, U. S. 
Public Health Service). These groups have been 
discontinued with the establishment of the 
Armed Forces Medical Policy Council. 
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14. Is Fort Sam Houston, Texas, still designated as the medi- 
cal replacement training center? 

A. Yes, there is a medical replacement training 
center at Fort Sam Houston, Texas. It is operated 
by the Brooke Army Medical Center. The Medical 
Field Service School, commanded by Major Gen- 
eral Joseph I. Martin, is also located there, and is 
part of the Medical Center. Plans are now being 
developed for the operation of another replacement 
training center. Battlefield lessons from Korea are 
included in the courses at these training centers. 


Thank you again, Doctor Meiling, for your courtesy in 
taking the time to answer these questions. We know 
your replies will be of extreme interest to all our 
readers—both those who contemplate military service and 
those who will be expected to carry the load at home. 


It is indeed a pleasure and privilege to be given 
this opportunity to bring this information to the 
members of the Academy. You may be certain that 
the Armed Forces Medical Policy Council is most 
interested in all our medical personnel, their prob- 
lems and their questions. We sincerely hope the 
medical profession realizes that our first obligation 
is to provide medical services in support of the com- 
bat forces; our second obligation is to provide the 
highest type of professional care of military pa- 
tients; and our third obligation is to the medical 
profession itself, to insure that in the intricacies of 
an organization as large as the Department of De- 
fense, the individual professional qualifications of 
our medical men are utilized in the most efficient, 
logical, and equitable means available. 


“Now, after eleven months you should finally be convinced 
that my diagnosis of overeating was and is correct!’’ 
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FAMILY DOCTORS 


CAN RECRUIT NURSES 


BY M G HERMETET 


You are probably aware, in a general way, that 
there aren't enough registered nurses. If you have 
recentiy gone through the experience of trying to 
get a nurse for a seriously ill patient or a home 
confinement case, if you have grumbled on occa- 
sion because hospital nursing personnel seems in- 
adequate, then you have had some personal contact 
with this steadily increasing problem. 

What is the actual situation? In 1949 (the latest 
available statistics) there were 300,523 registered 
nurses in active practice. Slightly over 47 per cent 
of these were in hospitals and other institutions, 
21.6 per cent on private duty, 9.6 per cent in public 
health service, and 8.8 per cent in professional 
offices. That same year, total hospital admissions ran 
nearly 18 million—the highest in history. It has been 
estimated that by 1955 our civilian need for profes- 
sional registered nurses will be in excess of 477,000. 
The blunt fact is that trained nursing personnel is 
not keeping pace with the needs of a growing pop- 
ulation. 

Steadily increasing casualties from Korea and the 
necessity of rebuilding a wartime military machine, 
are further complicating the situation. Late in De- 
cember, 1950, the Army issued an urgent call for 
3,000 additional nurses, with quotas for states based 
on their nurse population. It seems reasonable to 
assume that these military requirements will in- 
crease during 1951. With this additional drain on 
the nation’s R.N. personnel, it is understandable 
that the American Nurses’ Association, The Ameri- 
can Hospital Association, the National League of 
Nursing Education and other organizations are 
becoming increasingly concerned with the problem. 

This is a plea to you, as a general practitioner, 
to do your part in remedying this situation. As a 
family physician, you can be the key figure in: this 
job of discovering qualified individuals and of 
“selling” them an interest in a nursing career. In- 


me. 
More nurses are needed to care for both sick and 
well children and meet problems of child growth. 


cluded in the families under your care are un- 
doubtedly several dozen young women who might 
be potential candidates for an R°N. Few of these 
girls will ever think of nursing as a possible career, 
unless you suggest it. They may have the mistaken 
idea that a nurse's life is hard, monotonous, and 
poorly paid. Many girls, with every qualification 
for becoming excellent nurses, drift into housework, 
clerking jobs, or factory labor because no one gives 
them the necessary bit of vocational guidance at 
the right time. 

There is no denying that nursing is hard work. 
But so is clerking behind a counter, carrying a tray 
in a restaurant, scrubbing kitchen floors, or pound- 
ing a typewriter all day. Nursing is hard work, but 
it isn’t drudgery—and it is anything but monoto- 
nous to the girl who senses the drama and spirit of 
service underlying this profession. And it offers an 
active, interesting career, a professional standing in 
the community, and a pride in personal competence 
that add up to a most satisfying life. 

On the whole, nursing offers a girl a better in- 
come than most jobs, except those for which college 
training is a prerequisite. Hospital staff service 
usually starts at about $1,800, plus subsistence, and 
offers opportunities to climb in administrative posi- 
tions to a top of $6,000 or better. In private nursing, 
the present range is from $8 to $10 per day—nurses 


An instructor in anatomy and physiology explains 
muscle structure to a group of nursing students. 
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These student nurses are learning how to use the 
microscope in their thorough science training. 


with specialized training in certain fields receive 
higher fees. The Veterans Administration salaries 
range from $2,974 to $7,192 and the Armed Forces 
from $2,160 to $5,280, plus subsistence and allow- 
ance. In Public Health nursing, salaries run from 
$2,200 to $9,500. 

What are the necessary qualifications? In the 
first place, a girl must be 18 years old (a few 
schools accept students at 17.) and must have gradu- 
ated from high school in the upper half or upper 
third of her class. Some schools, particularly those 
giving a degree in nursing, require or prefer one or 
more years ad college. 

Good health and a normal psychologic adjust- 
ment are, of course, prerequisites. A girl must have 
a liking for people. She must also have good judg- 
ment and resourcefulness, kindliness, understand- 
ing, poise, and tolerance. Accuracy and integrity 
are highly essential, and if she has a wholesome 
sense of humor, it will be a big asset in her patient 
contacts. In your own practice al in your hospital 
experience you have seen hundreds of ex amples of 
the types of personality that succeed in and are a 
credit to the nursing profession. 

When vou discuss the possibility of a nursing 
career with a girl and her parents, they will want 
to know what kind of training is required, where 
she can get it, and what it will cost. Here are some 
answers to some of their questions. Point out to 
them, first of all, that there are two types of schools 
for nursing—the “hospital school” and the collegiate 
school. 

The hospital schools, by far the more numerous, 
are operated in connection with a hospital and 
offer a 30 to 36 month training course leading to a 


This army nurse in a field hospital must make use 
of a high type of training and skill to save a life. 


diploma. At one time many of these schools paid 
their students a small monthly allowance, but today, 
barely 200 schools make such provision—in amounts 
varying from $5 to $20 per month. Because educa- 
tional requirements for student nurses have steadily 
increased in recent years, most schools now find it 
necessary to charge a small tuition. 

This may range from $30 to $450 for the entire 
three-year course, the average being about $110. 
The American Nurses’ Association estimates that 
approximately an equal amount is needed by the 
student for all other expenses (uniforms, books, 
etc.) during the three-year period. 

There are approximately 1,200 schools of this 
tvpe at the present time. The best ones have estab- 
lished reputations for providing excellent prepara- 
tion, both in general education and in supervised 
experience in nursing care. Graduates of such 
schools not only are well equipped for R.N. careers, 
but also have a solid foundation for subsequent 
study in preparation for more advanced positions. 
A few hospitals, unfortunately, still give little real 
education and too often use the students chiefly as 
an inexpensive source of hospital help. To be on 
the safe side, it is always preferable to pick an 
accredited school. 

For the girl who wants to be a nurse, but who 
also has her heart set on “going to college” and 
whose scholastic capacity is of college level, the 
degree program offers certain advantages. Such a 
school is an integral part of a university or college 
and offers a four- or five-year course leading to a 
B.S. in Nursing degree. Total cost for the course 


varies from $500 to $5,000 in different colleges. This 


includes room, board, uniforms and laundry, books, 
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supplies and laboratory materials, recreational facil- 
ities, and admission to student activities. Scholar- 
ships and loan funds are available in many insti- 
tutions. 

In helping a girl select a collegiate school, there 
are several points you will want to check: 

1. Is the school approved and accredited—or, if 
not, how does its program compare with that of 
accredited schools? 

2. Does the college or university supervise the 
nursing curriculum, for balance between education 
and practice? 

3. Do the affiliated hospitals and health agencies 
provide an adequate volume and variety of patients? 

4. Are these hospitals approved by A.C.S. and 
A.M.A. . . . are they members of A.H.A.? 

5. Does the school have a health program for 
students? 

6. Are the dormitory facilities adequate and suit- 
able? 

7. How many hours are scheduled weekly for 
classroom study and nursing practice? (A total of 
40 to 44 hours is usually advisable.) 

Matriculation in most of the schools is in Sep- 
tember or October, although some of them accept 
new students in January or February. A girl who 
is considering the college course will find it advis- 
able to submit her application to the school of her 
choice several months in advance—even before she 
finishes high school. She should be prepared to 
submit a transcript of her high school record and a 
photograph. She may have to take an aptitude test, 


SOCIALIZED MEDICINE 


IN ENGLAND 


IN A RECENT BOOK entitled Among the Doctors, written by Alfred Cox, O. B. E., and published 


and some schools require a personal interview 
before acceptance. 

In discussing nursing with these young “pros- 
pects,” sooner or later one of them will raise the 
question of “marriage and a career.” On this point 
you can give particular assurance. Although 15 per 
cent of the students who drop out of nursing school 
their first year do so in order to marry, 42 per cent 
of all registered nurses in active practice, in 1949, 
were married. So, 126,000 women have demon- 
strated that marriage and a nursing career can be 
successfully carried on together. There were, in that 
same year, 178,000 married nurses not in active 
practice—women whose married life was made addi- 
tionally secure by the knowledge that they could 
always return to their professional careers in the 
event of an economic emergency. A nurse’s train- 
ing is one of the best possible preparations for 
homemaking and the raising of a family. The 
knowledge of nutrition, the calmness in emergen- 
cies, the ability to organize duties, and the greater 
understanding and tolerance in dealing with people 
are all invaluable assets. 

Here, then, is an opportunity for you to perform 
a service for the profession which serves you so 
faithfully. In addition, you will be serving your 
own profession, the whole nation, and the young 
women whom you guide into nursing careers. 


For further information on nursing as a career or on 
training schools, write to: Committee on Careers in Nurs- 
ing, 2 Park Avenue, New York 16, N. Y. 


in London, the author discusses the fight of the British Medical Association with Mr. Lloyd 
George in the years from 1911 to 1913, at which time the first step was taken toward socialization 


of British medicine. 


His analysis of the present situation in England was summed up in the following words: “It 


might have been worse—but not much.” 
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TRENDS AND EVENTS IN THE 


Medicine, Mobilization and Civil Defense 


Mosuuization and civil defense activity is flourish- 
ing in Washington. Medical and public health as- 
pects are numerous and of consequence to the 
private practitioner, as well as to health depart- 
ments, hospitals and organizations generally. The 
average doctor is loath to add to his worries such 
affairs of the moment as stockpiling, priorities and 
Internal Revenue Bureau decisions, but he soon 
may find that he scarcely has any choice. 

National Production Authority has established a 
DO (Defense Order) plan by which hospitals and 
physicians, as well as business and industrial estab- 
lishments, may facilitate purchase and delivery of 
supplies needed for maintenance, repair and oper- 
ation. The system also is applicable for acquisition 
of instruments, cabinets, tables, apparatus and other 
items whose unit cost is less than $750. 

The recent appointment of Dr. William L. Wil- 
son as Assistant Administrator of Federal Civil De- 
fense Administration, in charge of health and wel- 
fare services, has accelerated development of this 
phase of the government's vast defense program. 
Borrowed from Army Surgeon General’s office, Col. 
Wilson will supervise a great variety of activities. 
These include selection and purchase of hundreds 
of items for stockpiling, ranging from chemical 
antiseptics to splints and litters; close liaison with 
local medical groups in effecting organization of 
home defense teams; and dissemination of current 
information among both doctors and the laiety. 


Are Medical Care Prepayments Taxable? 


On a different subject, but one that also involves 
the practitioner to an important—if less apparent— 
degree, the Internal Revenue Bureau is still wres- 
tling with the question as to whether contributions 
paid to medical care prepayment plans by em- 


ployers are taxable income, as far as the employee 
is concerned, or not. Should the Bureau eventually 
decide in the affirmative, observers believe it would 
slow down the popular and increasing practice 
whereby the employer pays these monthly premi- 
ums for the health protection of his workers. 

The Economic Stabilization Agency also has 
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taken cognizance of this issue, since it figures in 
wage control operations. Administrator Eric John- 
ston announced recently that the question must be 
given further study. 

“Health, welfare and pension benefits in general 
do not constitute payments which in fact compen- 
sate for increases in the cost of living,” he said. 
“Nor do they add to the purchasing power of 
workers and thus to inflationary pressures. 

“These benefits are a form of saving and to that 
degree are non-inflationary. Furthermore, it is dif- 
ficult to evaluate the cost of these plans accurately 
in terms of dollars and cents. Such an attempt 
would only result in confusion. 

“For these reasons, I request the Wage Stabiliza- 
tion Board to prepare regulations that, within ap- 
proved limits, would exclude health, welfare and 
pension plans from the adjustments permissible 
under the ten per cent allowance. The Board should 
then set up standards under which it would con- 
sider the approval of such plans as may be sub- 
mitted to it.” 

Professional advances by themselves, as in chem- 
otherapy and expanding utilization of radioisotopes, 
comprise a mounting literature which the progres- 
sive physician cannot ignore. On top of this, it is 
now incumbent on him to keep up at least a nod- 
ding acquaintance with Washington’s medico-eco- 
nomic “literature.” The burden is not a light one. 


VA Overhaul Likely Under Boone 


As this is written, Dr. Joel T. Boone has not yet 
completed his first week as chief medical director 
of Veterans Administration; yet it is not improbable 
that some major administrative changes already will 
have been made within VA’s sprawling medical- 
hospital framework by the time these words get into 
print. 

At least, the retired naval vice-admiral hinted 
broadly that reforms might be expected, when he 
took his oath of office in an impressive ceremony 
on February 28. 
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“I have the assurance of the Administrator of 
Veterans Affairs,” Dr. Boone said in his acceptance 
address, “that I will have authority commensurate 
with my responsibilities. I shall as rapidly as pos- 
sible analyze the organizational structure and the 
policies governing the Department of Medicine and 
Surgery with a view to recommending constructive 
changes as indicated.” 

There is every sign that the VA’s medical branch 
is in for a thorough overhaul, not merely because of 
Doctor Boone's expressed intentions but in conse- 
quence of pressures being exerted by the American 
Legion, Congress, and the Citizens Committee for 
the Hoover Report. 


Health Bills Mushroom 
On Capitol Hill, haste is being made slowly. Old 


timers cannot remember the time when so many 
health bills had been introduced and so few acted 
upon, at this stage of the session (it began on Jan- 
uary 3). On the one hand, members of Congress 
appear to have an increasing awareness of medical 
care and public health questions, a feeling trans- 
lated into sponsorship of various health bills; and 
on the other hand, accounting for slowness in hold- 
ing of public hearings and processing the bills in 
committees, both the Senate and House are con- 
cerning themselves first and foremost with proposed 
legislation that is directly and undeniably linked 
with the mobilization and defense effort. 


Organizations Register for Lobby 


Of corollary interest, in connection with influenc- 
ing of national legislation, is the quarterly lobbying 
report printed in the Congressional Record for 
March 2. Among other things, the report discloses 
what apparently is reversal of a trend—begun about 
two years ago—in which state medical societies 
deemed it judicious to register with Congress under 


Joel T. Boone, M.D. 


the National Lobbying Act. An appreciable num- 
ber, though not all of them duly filed papers and 
have submitted quarterly reports since. 

It is noteworthy, however, that this latest report, 
for the final quarter of 1950, does not include a 
single new registrant from the state medical society 
field. In fact, not one of the new registrants is con- 
cerned with health or medical legislation. 

Among organizations which filed reports are the 
following: American Dental Association, American 
Federation of the Physically Handicapped, Ameri- 
can Medical Association, American Nurses’ Associ- 
ation, American Optometric Association, American 
Osteopathic Association, American Parents’ Com- 
mittee, Indiana State Medical Association, Whit- 
aker & Baxter, Committee for the Nation's Health, 
Vermont State Medical Society, Medical Society 
of the State of Pennsylvania, Association of Ameri- 
can Physicians and Surgeons, Medical Society of 
the District of Columbia. 


COST OF GOVERNMENT CAN BE REDUCED 


AN AROUSED CITIZENRY—if it works at it—can obtain economy and efficiency in government. 
Oppressive taxes will eventually destroy the freedom of our democracy. Let’s do something 
about it! The Hoover Commission found, for example, that: 

Two federal bureaus each surveyed the same river at the same time for dam sites two miles 


apart at a cost of $250,000 for each survey. 
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INCREASING 


BY J. A. LEPAK, M.D. 


Since the dawn of human history the number of 
older persons in the population has been increasing. 
According to some studies the average man in the 
Roman Empire died when he was 22 years old. In 
the Middle Ages it was nearer 35 years, in 1910 in 
the United States it was 49 years, and last year it 
was over 65 years. This prolongation of life means 
that every year in this country there is a greater 
fraction of the population over 65 years. For in- 
stance, in the United States in 1940, 6.8 per cent 
of the people were over 65 years, while today 7.9 
per cent are over 65. 

As everyone knows, the amount of chronic illness 
increases with age. Of children between 5 and 14 
years in the United States only 68 per thousand 
suffer from chronic disease or permanent invalidism, 
while after 65, 467 per thousand are chronically 
ill. Obviously then, as time goes on, the problems 
of medical care are going to change, and physicians 
will spend more time taking care of the aged. 

This is particularly true in countries like our own, 
where greater efforts are made to take good care of 
the aged. Among primitive peoples, the aged and 
infirm are no particular problem. When the tribe 
has to go on a journey, the aged are left in a hut to 
die, or may even be strangled by their relatives. 

Today in America, chonic disease is usually the 
greatest single factor in forcing men and women 
to ask for relief. With the continued shift of popu- 
lation from the farms to the city, more people work 
in factories, where their jobs become less secure as 
they grow older. And when many companies have 
made provisions for retiring employees on a pension, 
they cannot afford to hire an older man. The 
amount of money that must be put aside each 
month for his pension may be twice his salary. 

During a depression, the oldest workers are often 
laid off, and then it is very hard for them to get a 
job again. And nowadays, in spite of the fact that 
a man still has his strength and his capacity for 
work and great skill, acquired during 40 years or 
more, when he reaches the age of 60 or 65 he is 
out and done for. The calendar age, rather than 
the physical and mental age of the man, now deter- 
mines when he is to be retired. As years pass there 
will be more and more of those old men able to 
work, but refused the privilege. 

Studies made in Sangamon County, Illinois, 
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showed that 26 per cent of older persons had no 
chronic illness and 38.4 per cent with chronic 
illnesses were able to take care of themselves. Dr. 
A. C. Ivy divided the chronically ill into three equal 
groups. The people in the first group can take care 
of themselves; those in the second group require 
some nursing help or guidance; and those in the 
third group need hospitalization or care in a nursing 
home. 

In Illinois in 1944, it was found that among 
persons 65 years of age or over, 54 per cent were 
self-supporting and had enough income so that they 
were not eligible for old-age pensions. In this group 
a little more than half of the people still were 
getting some earnings; the rest were not earning 
anything. The remaining 46 per cent were depend- 
ent on others, wholly or in part. About half of these 
people were receiving old-age pensions and the 
other half were supported by children or others. 
There were 4 in 100 whose income was inadequate, 
but who, for several reasons, were not eligible for 
old-age pensions. 

Much has been said about the Federal aid insur- 
ance program and the Social Security Act of 1935. 
This Act was changed in 1939, giving benefits to 
aged wives and young children of retired workers 
and others. The average benefit in December, 1947, 
was $24.90. For the average worker and wife it 
was $39.60. For a widow and two children it was 
$48.80, and for an aged widow $20.40. Obviously 
these benefits are inadequate for the person’s sup- 
port. The Government has recognized this fact, by 
recently making another increase in benefits—in 
some cases as much as 75 per cent. 

Chronic disease accounts for 75 per cent of all 
the invalidism and partial disability in this country. 
There are about 2,500,000 invalids and 10,000,- 
000 partially disabled persons. Between the ages of 
45 and 64, chronic disease is four times as frequent 
as between the ages of 15 and 24 years. 

About 40 per cent of the physician’s time is 
given to the care of “chronics,” and three out of 
every four hospitalized patients in the United States 
were admitted because of chronic physical or mental 
illness. Poverty and chronic illness often go side by 
side. Persons on relief suffer from disabilities three 
times as frequently as do persons with a family 
income of $3,000 or more. 
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It is a surprising fact that in this country the 
facilities for the care of chronic and convalescent 
patients are quite limited. In 1930 there were set 
aside for this purpose 7.1 beds per 100,000, while 
England had 53.6 such beds. In 1947 there were 
12,210 beds in 29 states but 70 per cent of these 
were to be found in the four states of California, 
New Jersey, New York, and Pennsylvania. Another 
20 per cent were in eight states: Illinois, Maryland, 
Massachusetts, Michigan, Minnesota, Missouri, 
Ohio, and Washington. Evidently many states make 
practically no provision for the care of their people 
who are chronically ill. 


The Need for Study 


The medical profession needs to study these 
problems. In addition to our moral responsibility, 
we must not forget that, if these old or chronically 
ill patients are not helped in the home, or the nurs- 
ing home or the hospital, the federal government 
will gradually take over with a type of medicine 
which physicians do not want. 

Much thought should be given also to the prob- 
lem of keeping at work persons past 65 who are 
still healthy enough to work, and perhaps highly 
skilled in some profession or craft. 

In New York state, a survey showed that if given 
proper care by the medical profession, some 70 per 
cent of the chronically ill could be cared for at 
home. 

Fortunately, a few cities such as Baltimore, 
Chicago, Milwaukee, Philadelphia, New York, and 
St. Louis and a few states such as California, Con- 
necticut, Illinois, Indiana, Maryland, Massachusetts, 
Minnesota, and New York are working on the 
problems of the medical care of the aged. 

It is estimated that more prompt medical service 
to older people would reduce chronic illness by 
from 20 to 30 per cent. Furthermore, efficient pro- 
grams of physical therapy, rehabilitation, and train- 
ing toward reoccupation of these people would 
reduce dependency and chronic illness by another 
20 per cent. It would pay cities, communities, states, 
and the Federal government to work in this way 
toward reduction in the amount of money needed 
for the care of the aged. 


The Minnesota Plan 


The 79th Congress, in passing the Hospital 
Survey and Construction Program, authorized an 
annual grant to the states over a five-year period to 


assist them in constructing and equipping needed 
hospitals and public health centers, provided that 
the state submits a plan for approval. Usually the 
project is financed two-thirds by the community 
and state, and one-third by the Federal govern- 
ment. The law provides for federal and state co- 
operation, and has designated the United States 
Public Health Service as the administrative agency. 
The law requires planning of facilities in each of 
the following five categories of institutions: (1) 
general and allied special hospitals; (2) hospitals 
tor chronic disease; (3.) hospitals for mental diseases; 
(4) tuberculosis hospitals; and (5) public health 
centers. 

The guiding principle in the plan is to locate 
hospitals as near as possible to the persons needing 
them, and to construct units in conjunction with 
already existing general hospitals. This will make 
for better diagnosis, treatment, and economy. Pri- 
orities will be given to the construction of subunits 
of general hospitals and projects operating as units 
of teaching hospitals for training personnel for the 
future needs in the hospitals for chronic diseases. 

Wings of a hospital or segregated units adjoining 
a general hospital are intended to provide medical 
care or care for the rehabilitation of persons with 
chronic conditions, including some of the degener- 
ative diseases. Next, regional hospitals will be built, 
around which later the remaining units will follow 
This should all work a tremendous improvement in 
the care and welfare of the aged and chronically ill. 

Accordingly, in Minnesota surveys were made 
and plans were elaborated. The state of Minnesota 
is divided into 11 regions. The hospitals are divided 
into a base hospital, 11 regional hospitals, 75 inter- 
mediate area hospitals, and 43 rural hospitals. ‘The 
University Hospital and the Twin Cities hospitals 
are designated as the “base area.” 

These state-wide surveys have disclosed that Min- 
nesota still needs (1) more hospital beds; (2) more 
physicians, nurses, and trained personnel; (3) more 
nursing homes with proper supervision and licens- 
ing so as to protect the invalids from social, eco- 
nomic, and medical abuses, exploitations, and 
hardships; (4) more housekeepers, social workers, 
and nurse’s aids who will help the ill and aged in 
their homes; (5) more research into chronic diseases 
of the aged; and (6) more law-making to facilitate 
the aims, means, and measures advocated by those 
well trained and appointed to accomplish the tasks 
before them. Similar surveys in other states would 
show equally the inadequacy of facilities and prop- 
erly trained personnel. 
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Che Fifth Horseman 


(With apologies to Rudyard Kipling) 


You may talk of Socialization 

As a cure-all for our Nation 

When our death rate’s low and span of life is 
high; 

While Research is making strides 

Finding drugs to save our hides 

And our Medical care’s the best that dough cen 
buy. 


Now, in England’s sunny clime 

Doctors spend most of their time 
Memorizing rules and signing forms galore. 
And the care the patients get 

Is quite sketchy, while the Debt 

Mounts to pinnacles never achieved before. 


Now to every person pensive 

This scheme’s dire and expensive. 

Yet we shrug and say: “It cannot happen here.” 
But woe is to me and thee 

Should our boss be Mr. E., 

A Fifth Horseman brandishing a mighty spear. 


He would like it understood 

That he’s just a Robin Hood 

Heaping Taxes on the rich to aid the poor. 
So he yells: “Security!” 

“Drugs and Medical Care for free!” 
And the little fishes scramble for the lure. 


So it’s Tax, Tax, Tax. 

No one cares if you are lax, 

Just as long as yours is in by March Fifteen. 
Let the public go fly kites, 

Devil take the Bill of Rights. 


Mr. Bureaucrat gets sleek while we get lean. 


Now, despite our many faults 

There’s still gold in Fort Knox’ vaults 

And our way of life is still the best by far. 
But if they should Socialize 

Doomed will be Free Enterprise. 

Should we hitch our wagon to a falling star? 


So, they'll get the Doctor's number. 

Will they Socialize the Plumber? 

And the Butcher, Baker, Lawyer, Cobbler, too? 

Then across our Nation's sky 

We shall see them riding high— 

War, Famine, Pestilence, Death—and-you-know- 
who! 


Yes, it’s Tax, Tax, Tax, 

While you're making like Ajax, 

Holding up the World upon your shoulders thin. 
So, before we're on the dole 


Let’s all hasten to that poll 
And vote to save this land we're living in. 


Let's keep it free, free, free! 

Symbol of Democracy! 

Seeked by Washington, Ole Abe and Jefferson. 

Solicit every man— 

Write, write, write your Congressman 

Dismount yon Horseman ere great harm is done, 
done, done. 

Let's drive out the Bureaucrat from Washington. 

Let's expose dear Mr. E. 

Fight his social policy 

Until the war for Liberty is won! 


—AntTHony Marsicano 


April, 1951 
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The “window” signs of the Novelty 
: Drug Store face in instead of out, 
but that is just one more unique fea- 
ture of this most unique “pharmacy.” 


Whether it’s for a soda, a game 
of chess or a round of bridge, 
Doctor and Mrs. Pastorelle 
(seated in the right front booth) 
find this a perfect place to 
entertain. 


cay You would find all of the “drugs” 
glued to the wall, but they look real 
enough and when pharmaceutical de- 
tail men are invited for a most pleas- 
ant evening, they get an added kick 
out of checking the “stock.” 


After Hours 


Here is what the fountain looks like from 
the working side—and you can infer that 
its products are meeting with “customer” 
approval. 


HIS HOBBY 


Dip you Ever hear of a drugstore being opened 
with a big party on New Years’ Eve? Did you ever 
have a drugstore in your basement? Did you ever 
stop to consider what you would do if your child 
asked: “Daddy, why don’t you buy me a drug- 
store?” 

Which is by way of introducing the most unique 
drugstore in the United States. It is the Novelty 
Drug Store, in the town of Novelty, Ohio, an 
eastern suburb of Cleveland; it is located in the 
basement of the home of Dr. S. J. Pastorelle; and it 
doesn’t have a single item of merchandise to sell, 
although it can equal most pharmacies in the com- 
pleteness of its displays. 

Most fathers would just laugh off such an un- 
usual childish request as “Buy me a drugstore.” But 


1S A DRUGSTORE 


not Doctor Pastorelle. He accepted it as a challenge. 
which led him into the development of one of the 
most unique hobbies we've heard of. 

It happened that the doctor was just starting 
construction of a new home. Like most modern 
homes, it was to contain a basement recreation 
room. But his seven-year-old daughter's surprising 
request started Doctor Pastorelle’s imagination to 
working. Since it obviously wasn’t practical to buy 
her an actual drugstore, he turned his new recrea- 
tion room into a “reasonable facsimile” of one. 

You wouldn’t have difficulty believing it is the 
genuine article. Coming down the basement stairs, 
you are greeted by an Rx symbol inlaid in the 
rubber-tiled floor. There are showcases and display 


shelves that appear to be filled with ample stocks 


Doctor Pastorelle acts as “soda 
jerker” to a group of guests. It 
has been suggested that the tele- 
phone might more appropriately 
be located in the prescription de- 
partment, but the Doctor implies 
that since the prescription depart- 
ment is merely painted on the 
wall, the fountain is the next best 
location. 


Pant 
a 
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of all the well-known pharmaceuticals, proprietaries, 
and cosmetic items. (These are simulated with 
sample cartons, empty jars and bottles, and package 
labels, which local druggists and detail men have 
“knocked themselves out” to gather together for the 
Counter signs and other display 
material came from the same sources. ) 

There is a tobacco department, a magazine 
section (stock limited to one copy each), and a 
liquor department which displays only wine and 
beer, in strict conformity to Ohio liquor laws. This 
latter display is made up of empty “half-round” 
bottles and cans, provided by wineries and brew- 
eries for display purposes. 

To entertain the “customers,” there is a juke box, 
with a liberal supply of records, a pinball machine, 
and a television set built into one wall. 

Another thoroughly genuine part of the equip- 
ment is a complete soda fountain. It is a standard 
commercial model, with a refrigerated well for 
storage of large ice cream cans, cold plain and 
carbonated water, compartments for syrup flavors, 
and dispensers for coke and orange soda. On the 
back bar is a malted milk mixer, a coffee urn, a 
hot plate (for customers who desire soup), the 
ubiquitous Bromo Seltzer dispenser, and a cash 
register which delights the patrons by ringing up 
nothing but the “No Sale” sign. Doctor Pastorelle 


good doctor. 


says there is practically no soft drink or ice cream 
concoction available at any drugstore soda fountain 
that he can’t duplicate. 

For those who do not care to sit at the counter, 
there are four booths in the center of the store. 
Doctor and Mrs. Pastorelle also find these booths 
excellent for giving card parties. Just imagine being 
able to spend an evening playing bridge or gin 
rummy with a chocolate soda or a lemon phosphate 
at your elbow! In fact, the entire “store” lends 
itself to entertainment for young and old. There 
is plenty of room for dancing to music provided 
by the juke box. There is the television set for those 
who like their music visual. And of course all the 
acquaintances of the two young Pastorelle daughters 
consider the soda fountain the most interesting spot 
in town. 

Doctor Pastorelle considers his drugstore an ideal 
hobby for two reasons. First, its planning and 
construction provided him with a vast amount of 
fun and relaxation; second, it is a constant source 
of pleasure and entertainment for his family and 
their friends. We can only add our word of admira- 
tion for the imagination and ingenuity which 
brought such a novel idea into actuality, and our 
deep respect for the paternal affection which could 
translate a child’s naive request into such a labor 
of love. 


The pin-ball machine is always a center of interest, with flashing lights and 
ringing bells to provide all the desired excitement to these games of skill. 
Note, too, the convenient proximity of the “record department’ to the juke box! 
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LUBRICOID ACTION 


IN CONSTIPATION 
MANAGEMENT 


TURIY CUM Each tablespoonful of Turicum contains: 


TRADE MARK 


HYDROPHILIC LUBRICOID 


—presents methylcellulose as a gel, to The Turicum formula assures: 
i i ide i d in ‘ 

which —— hydroxide is adde @ lubricous bulk to encourage normal 

less than laxative dosage to assure con- tin 


tinued hydration of the gel throughout —= good distribution throughout the bowel 


the intestinal tract. @ no bloating 


In maintaining an osmotic equilibrium, — © "8 4478er of impaction 

the magnesium ion attracts and retains @ no interference with utilization of oil-soluble 
adequate water to keep the methylcellu- —-" 

lose in the form of a soft gel— providing 
a distinctive efficient lubricoid action 
which promotes gentle elimination. Turicum is available in one pint bottles. 


@ no danger of lipid pneumonia 
e no leakage 


LABORATORIES 


DIVISION NUTRITION RESEARCH LABORATORIES, INC,, 
CHICAGO 11, ILLINOIS 
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Another MOSBY 


BOOK! 


With great pleasure we announce publication 
of the Fourth Edition of this well known and 
popular book by Dr. Bray. First published 
in 1936, it has been enthusiastically received 
in each succeeding edition because of its com- 
pactness and for its easily accessible informa- 
tion on most frequently used laboratory tests 
and their interpretation. 


The new edition includes considerable 


Pseudo Bence-Jones protein; barium chloride and 
methylene blue tests for bile in the urine; clinical 
test for urobilinegen in urine and feces; clinical test 
for chlorides in urine as a guide for salt replacement 
therapy; the lower nephron syndrome; the Kaolin 
method for concentrating the A. P. L. hormone; the 
Spencer Hb-Meter; the new nomenclature of blood 
cells; the prothrombin consumption test; sodium 
bisulphite sickling test; action of heparin and Di- 
comarol; diagnosis of hemoglobinuria; Coombs test 
for Rh-sensitized red blood cells; insulin and epin- 
ephrine tolerance tests; 17-ketosteroids and adreno- 


By W. E. BRAY, B.A., M.D. 


St. Lovis 3, Missouri 


Please send me: 


Name 


NEW FOURTH EDITION — BRAY’S 


CLINICAL 
LABORATORY 
METHODS 


Some of the additions to this Fourth Edition are: 


The C. V. Mosby Company 
3207 Washington Bivd. 


Bray’s CLINICAL LABORATORY METHODS—New Fourth Edition . . . $7.25 
find check 


119 Illustrations 
(18 in color) 


Price, $7.25 


new material—new illustrations and charts— 
new tests dealing with intestinal parasites, 
the importance of which is increased because 
of our closer contact with the tropics. 


It continues to stress the clinical signifi- 
cance of laboratory findings, making it an 
extremely helpful guide in diagnosis for the 
internist and for the medical student in any 
branch of clinical medicine. 


corticotropic hormone (ACTH); Drekter’s method 
for total serum cholesterol; copper sulphate method 
for serum protein; thymo!l turbidity test for liver 
function; Clorox and oxalic acid methods for concen- 
trating tubercle bacilli; rickettsialpox, psittacosis and 
ornithosis; agglutinins for the M.G. strain of strep- 
tococcus in primary atypical pneumonia; Promizole, 
para-aminobenzoic acid, carinamide; Papanicolaou’s 
staining method; streptomycin; chloramphenicol 
(Chloromycetin), aureomycin, tyrothricin and baci- 
tracin. 


Professor of Clinical Pathology, University of Virginia. 
Director of Clinical Laboratories, University of Virginia Hospital. 


Charge my account. 


Address 
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Che Practitioner’s Bookshelf 


The Life, Letters and Labours of Francis Galton. By Karl 
Pearson. Price, $17.50. 4 Vols. Grune & Stratton, Inc., 
New York, Ist volume published 1914. 


Men of science who revere Francis Galton and 
his work now have a wonderful opportunity to get 
the four big, magnificently illustrated volumes of 
his life for practically what one volume cost years 
ago when they first came off the presses. 

For those few who may perhaps not know Gal- 
ton or his work, we might say that he was one of 
the half dozen greatest men of science that Britain 
ever produced. It is astounding the number of 
sciences which he started or made prominent. 

Galton will probably be best known for his 
founding of the sciences of human genetics and 
biometrics. He was tremendously interested in the 
heredity of genius, and the most interesting books 
ever written on this subject came from his pen. 
During the course of his many years, he collected 
a tremendous amount of information about the in- 
heritance of ability. He was perhaps the first to real- 
ize how extremely valuable in the study of human 
faculties, good and bad, is the study of identical 
twins reared in different homes. 

He made splendid studies to see whether heredity 
or environment has most to do in making people 
great, and he concluded that heredity played the 
more important role. 

Galton founded the Galton Laboratory in Lon- 
don which for years was presided over by the great 
mathematician, Karl Pearson. It is Pearson who 
has written this series of volumes, one of the finest 
Lives ever published. 

Almost everything in science seemed to interest 
Galton. For instance, he was the first man to make 
a modern weather map. He was the first man to 
work out in detail the use of fingerprints for identi- 
fication purposes. 

In his youth, he had a partial nervous breakdown 
which for a time prevented him from reading and 
studying as he loved to do, and so he went to the 
west coast of South Africa and explored the desert 
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country near Walfinch Bay. For the rest of his life 
he was interested in exploration, and he wrote a 
valuable little book filled with information for ex- 
plorers. With his keen mind and keen powers of 
observation, he made many interesting comments 
on the primitive Bushmen and their mental processes. 

For years Galton studied genetics and preached 
eugenics. He may be said to be the father of this 
movement. He was always trying to measure men 
and their faculties and then to analyze his figures. 
He was the first great statistician of heredity. 

Galton did quite a bit of laboratory research in 
genetics, and on this subject corresponded with his 
cousin Darwin and with other authorities all over 
Europe. Naturally he had much influence on the 
scientific thought of his time. 

One of Galton’s hobbies was photography, and he 
himself was probably the most photographed man 
in England. He studied what he called composite 
photography. For instance, he might take photo- 
graphs of a hundred criminals, reduce the pictures 
all to the same scale, and then print one on top of 
the other. In this way he got a composite picture 
of a criminal. He did the same thing with members 
of a family, or with a group of people with pul- 
monary tuberculosis. 

He made many psychologic investigations, study- 
ing the ways in which different persons see things 
or arrange things in their minds. He was one of the 
founders of the science of anthropology, and _par- 
ticularly physical anthropology. He was very me- 
chanical, and devised a number of ingenious 
machines. 

Typical of Galton’s temperament was his habit 
in church of trying to estimate mathematically the 
goodness or badness of the minister and his ser- 
mon. Discovering that people who are much inter- 
ested do not fidget about, he made a thimble with 
a little needle-like projection. With this in his pocket 
he would make a hole in a card every time one of 
the three persons in front of him fidgeted. At home 
he counted the holes and classified the minister! 
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Reviews Stress Need for 
Feinberg, Malkiel & Feinberg‘s 
ANTIHISTAMINES 


“A real need for a book of this type . . . 
especially timely’’—Journal of the Michi- 
gan State Medical Society. 


NEW YEAR BOOKS 
that Have Just Been Published 
Year Book of Eye, Ear, Nose & Throat—Edited by 


Derrick Vail, M.D., and Samuel J. Crowe, M.D. 446 
pages; 138 illustrations. $5.00. 


Year Book of Dermatology & Syphilology—Edited 
by Marion B. Sulzberger, M.D., and Rudolf L. Baer, 
M.D. 450 pages; 75 illustrations. $5.00. 


“An interpretation . . . backed by tre- 
mendous personal experience. Heartily rec- 


Year Book of Neurology, Psychiatry & Neurosurgery ommended”—Journal of Allergy. 


—Edited by Roland P. Mackay, M.D., Nolan D. €. 
Lewis, M.D., and Percival Bailey, M.D. 630 pages; 
120 illustrations. $5.00. 


“A mass of useful information . . . con- 
fidently recommended”—British Medical 
Journal. 


Year Book of Orthopedics & Traumatic Surgery— 
Edited by Edward L. Compere, M.D. 388 pages; 
264 illustrations. $5.00. 


“A timely, critical and practical presenta- 
tion of a topic of widespread interest” 
Canadian Medical Association Journal. 


Year Book of Urology—Edited by William W. Scott, 
M.D. 416 pages; 87 illustrations. $5.00. 


By SAMUEL M. FEINBERG, M.D., SAUL 
MALKIEL, M.D., and ALAN R. FEIN- 
BERG, M.D., Northwestern University 
Medical School. 290 pages. $4.00 


The Year Book Publishers, Inc., 200 East Illinois Street, Chicago 11, Illinois 
Please send me the following books, postpaid, for 10 days’ free examination: 

O Watson & Lowrey’s Growth & Development of Children, Just Ready. 

O Feinberg’s Antihistamines, $4.00. 7 
Also send THE YEAR BOOK OF 


Year Book of Pathology & Clinical Pathology— 
Edited by Howard T. Karsner, M.D., and Arthur 
Hawley Sanford, M.D. 480 pages; 150 illus. $5.00. 


____Street____ 
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Galton made a little very high-pitched whistle 
which was blown by a rubber bulb. With the help 
of this whistle, Galton showed that some animals 
can hear shrill squeaks which we humans cannot 
hear. He would go to a zoo and blow the whistle 
in his pocket. The keepers could not hear it and so 
they would wonder why some of the animals were 
getting so excited. 

Fortunately Galton was from a family of bankers 
so that he had much free time to spend in re- 
search which has had much affect on many fields 
of scientific knowledge. 

—Wa ter C. Atvarez, M.D. 


Atlas of Human Anatomy. By M. W. Woerdeman, M.D., 
F.R.N.A.Sc. Professor of Anatomy and Embryology, 
and Director, Anatomy Department, University of 
Amsterdam. 512 Plates, Vol. I; 652 Plates, Vol. II, 
1950. Each Volume, $10.00. Both volumes, $18.00. 
The Blakiston Company, Philadelphia. 


Gross anatomy has been described and illustrated 
for hundreds of years. How then can a new ana- 
tomy be different, interesting, and instructive? The 
author has here shown anatomy in a complete 
sense, with integration of the surface and deep 
structures; with visualization of nerves as they relate 
to skin and muscle innervation; with color illustra- 
tions of various organs to make them more life- 
like; with details, including those visible by means 
of a lens, well reproduced; with assembled organs 
of one system, i. e., the male genitals and urinary 
tract, illustrated so as to give a comprehensive pic- 
ture anatomically and later to aid in clinical group- 
ing of ideas. 

Anatomy has tended to become too staid, too dull, 
too much a matter of memory, and too little a mat- 
ter of relationship. These volumes make it exciting, 
living, and relevant to the practice of medicine and 
surgery. 

Volume I portrays the bones, the joints, and the 
muscles. Volume II presents splanchnology, angi- 
ology, and the nervous system including organs of 
sense. The microscopic details are not given in the 
section on neuroanatomy. Those structures are pre- 
sented which can be seen with the naked eye or 
with a small magnifying glass. There are diagram- 
matic presentations of important nerve pathways, 
peripheral vessels, and nerves and the lymphatic 
system. 

Fortunate the student who may use this set of 
anatomic illustrations. Happy the practicing physi- 
cian or surgeon who can review his anatomy so 


readily. —Racpu L. Gorrett, M.D. 
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Office Treatment of the Nose, Throat and Ear. By 
-Abraham R. Hollender, M.Sc., M.D., F.A.C.S., Pro- 
fessor of Otolaryngology, Emeritus, University of Illinois 
College of Medicine, Chicago; Attending Otolaryngolo- 
gist, St. Francis Hospital and Mt. Sinai Hospital, 
Miami Beach. Price, $7.50. 3rd Ed. The Year Book 
Publishers, Inc., Chicago, 1950. 

For the general practitioner who must care for 
ear, nose, and throat patients in the office, this 
small text may well be recommended. The various 
techniques described and illustrated are brief, clear, 
and eminently practical. 

Unlike the usual text which gives major space to 
rare conditions, in this book the author discusses 
those common conditions which are seen by many 
physicians, i. e., nosebleeds, infected ears, allergic 
noses, and so on. Long pages are not wasted in 
useless theoretical presentations. 

The author presents accepted techniques from the 
literature. The only fault of the book might be that 
he often does not tell which techniques he and his 
associates have discarded. 


—Racpu L. M.D. 


Urgent Diagnosis Without Laboratory Aid. By Prof. 
Hanns L. Baur, M.D. Pp. 89. Price, $2.00. Charles 
C Thomas, Springfield, Ill., 1950. 


This book deals with a most inviting topic, espe- 
cially in these days when too many physicians are 
trying to diagnose only by laboratory and x-ray 
work. Doctor Baur for years worked with Professor 
Friedrich von Miiller, who was a master of diagnos- 
ing with his eyes and ears and fingers. 

There are helpful hints in the book, and there 
are many young men in medicine who could get 
something out of it. Unfortunately so brief a vol- 
ume confines some of the sections to too skimpy a 
treatment to be of much value. 

—Watter C. Arvarez, M.D. 


The Physician Examines the Bible. By C. Raimer Smith, 
M.D. Pp. 393. Price, $4.25. The Philosophical Library, 
New York, 1950. 

Doctor Smith, now a general practitioner, worked 
for years in pathology and clinical laboratory sci- 
ence. He was a teacher in medical, dental, and 
nurses’ training schools. His hobby has always been 
the study of the Bible. Teaching classes of young 
people, he has tried to answer their questions re- 
garding its relation to science. 

This book is written from the viewpoint of a 
scientific physician who knows his Bible well. He 
discusses the many references in the Bible to medi- 
cine and symptoms of disease. 


. 


by WALTER C. ALVAREZ, M.D. 
Editor of GP 


“THE NEUROSES”’ 


Dr. Alvarez knows, as few men are privileged to, how often the general 
medical man is confronted with patients suffering from minor neuroses 
and emotional disorders. Out of his forty-five years experience as an 
internist, he has developed a highly successful regimen of effective 
diagnosis and treatment that any general practitioner can follow with 
ease. This is what he gives you in this important new book. 


It is strictly a book for the non-psychiatrist — written with the objective 
viewpoint of a non-psychiatrist who wants to help the large segment of 
his practice whose troubles are mainly functional. Reading the book is 
like sitting down and having a long conversation with Dr. Alvarez. He 
writes just as though he were speaking to you — informally and with a 
keen awareness of hard practicality. 


Dr. Alvarez’ hints on diagnosis are immediately usable. He tells you 
how to recognize the nervous patient by his facial expression and general 
demeanor; how to determine the cause of pain; which findings should be 
disregarded as having nothing to do with the case; etc. 


Five full chapters are devoted to treatment. Dr. Alvarez does not merely 
say “Use psychotherapy”. He tells you exactly what you are to do and 
say. He describes how to tactfully handle the nervous patient; how to 
convince a patient that his troubles are of nervous origin; how the patient 
can help himself; and how a non-psychiatrist can help a nervous patient. 


By WALTER C. ALVAREZ, M.D. Editor of (P; Emeritus Professor of Medicine, Mayo 
Foundation; Emeritus Senior Consultant in Medicine, Mayo Clinic. 718 pages, 6”x94”. 
$10.00. New! 


W. B. SAUNDERS COMPANY 7777777777777; 
West Washington Square _ Philadelphia 5 


Order Form 


Please send me a copy of Dr. Alvarez’ new book on THE 
NEUROSES and charge $10.00 to my account on your 
Easy Payment Plan. 


Name... 


Address... 
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In discussing the relation between the Bible's 
ideas and science, Smith disagrees with the funda- 
mentalists. He spends many pages summarizing 
modern science and giving the scientific explana- 
tion tor the big problems of life and the world. He 
tries to correlate scientific knowledge with what 
the Bible says. He concludes that the Bible was 
certainly inspired but not dictated word for word. 
Smith believes a wise man who accepts the teach- 
ings of science does not have to throw the whole 
Bible out as made up of falsehoods. 

—Watter C. Atvarez, M.D. 


Techniques in British Surgery. By Rodney Maingot, 
F.R.C.S. Pp. 691 with 473 illus. W. B. Saunders Com- 
pany, Philadelphia, 1950. 


This book contains a number of well-selected 
chapters on general surgery written by twenty-nine 
leading British surgeons. These men have drawn 
from their own experiences in compiling this well- 
illustrated material and have placed special em- 
phasis on technique. The book is readable, well 
printed, and well illustrated. This volume will be 
of great interest to the general practitioner who is 
interested in general surgery. 


—R. B. Rosins, M.D. 


Principles of Internal Medicine. Edited by T. R. Harrison, 
M.D., M. M. Wintrobe, M.D., B. B. Beeson, M.D., 
W. H. Resnick, M.D., and G. W. Thorn, M.D. Pp. 
1,595. Price, $12.00. The Blakiston Company, Phila- 
delphia, 1950. 


Here is a tremendous volume which represents 
an enormous amount of work by a number of able 
writers. It is interesting to see a book which is 
based on a new plan. For instance, today, with 
most infections yielding to treatment with the sev- 
eral antibiotics, one is not surprised to find that 
these infections have been listed not by name, but 
according to whether they have Gram-negative or 
Gram-positive cocci or bacteria, etc. 

The book begins by discussing (1) symptoms, 
(2) the physiology of how the body works in health 
and disease, and (3) how it reacts to stress of vari- 
ous kinds and insults from bacteria or allergens. 
Then there is a section on endocrine and metabolic 
disorders, another section on chemical and physical 
agents, another one on biologic agents, and finally 
a section on disorders of organ systems. 

For a man who wants to keep a system of medi- 
cine handy in his office, this volume should be a 
good one. Today the field of medicine is so enor- 


mous that a one-volume work must be inadequate 
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in many places. Some sections such as the one on 
the nervous system, had to be cut short. 

The only unfortunate thing about the book is 
that it is a bit bulky—one almost needs to put it 
on a desk to read it. 

—Watter C. Arvarez, M.D. 


Blindness: Modern Approaches to the Unseen Environment. 
Edited by Paul A. Zahl. Pp. 576. Price, $7.50. Prince- 
ton University Press, Princeton, New Jersey, 1950. 


In 1947, the Committee on Sensory Devices of 
the National Research Council asked Mr. Zahl to 
prepare a statement describing wartime efforts in 
developing sensory aids for the blind. Later it was 
decided to invite all authorities on the several 
branches of work for the blind to contribute state- 
ments as to the history of their respective areas of 
interest together with the present status and fu- 
ture hopes of their work. Some 30 leaders in the 
field responded enthusiastically and wrote the sev- 
eral chapters of this book. 

The book starts out with a brief history of work 
done to help the blind, both in the United States 
and in Europe. There are discussions of the wel- 
fare work that is being done, of the psychologic 
testing which should be done before attempts are 
made to help an individual blind person, and of 
the education of the blind, both those who have 
been recently blinded and those who have been 
blind from birth. There are chapters on the new 
devices to help the blind to read; also on how the 
blind are being taught to work, and on blindness 
in veterans and soldiers. 

There is much that is very interesting on the 
seeing-eye dog. Curiously, some persons object to 
his use. As the writer says, the number of blind 
persons who can get about entirely on their own 
is small. Whether or not then to secure a dog 
means a choice between one form of physical de- 
pendence and another. The dog releases the blind 
person from much strain. The dog removes a load 
of anxiety, and by so doing he encourages his 
master to get about much more than he would other- 
wise attempt to do. As one writer said, “I am de- 
pendent on my dog for my independence.” 

Very interesting are the new electric devices 
which are being devised to enable a blind person 
to find his way about and to find things that he 
wants to reach. 

This is a splendid book, and it is to be hoped 
that it will get into the hands of all those many 
persons who need its teachings. 


—Watter C. Atvarez, M.D. 
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Are Prisons Necessary? By Joseph G. Wilson, M.D. Pp. 
313. Price, $3.00. Dorrance & Company, Inc., Phila- 
delphia, 1950. 


This is a well-written and interesting book pub- 
lished by a man who spent years as a prison psy- 
chiatrist. One of the great values of the book is 
that he went into the job with no preconceived 
ideas. He describes the insane, the homosexual, and 
the psychopathic as he found them. He publishes 
some of the letters which these people wrote to him 
and to other prisoners. 

As Wilson shows, a high percentage of the pa- 
tients in prisons are interesting people who are not 
essentially criminal: they seem to him more like 
grown up children who need to be protected from 
their own foolishness. He thinks perhaps 65 per 
cent of them could be paroled or put on probation 
without any harm to the community. 

On page 285 he publishes a letter to the parole 
board by a hillbilly who had been caught making 
a little whiskey for himself and some of his neigh- 
bors. As the man said, he wasn’t a criminal, he was 
only doing what his friends and neighbors had all 
been sonnel to doing. He wrote “I ain't done 
nuthin to go to prison fer, and I don’t see no use in 
keepin’ me here, especially as I don’t like it!” For- 


tunately, the parole board felt as he did and let him 
out, and he never got into trouble again. 

Wilson thinks that about 15 per cent of the 
prisoners are psychopathic personalities who should 
really be judged as hopelessly ill mentally even 
though they do not come under the legal classifica- 
tion of insane. They should be locked up for life in 
farm colonies or in special hospitals because the 
minute one lets them out they get drunk or they 
get into mischief. There is no curing them, and 
each one costs his family or society thousands. 

Wilson has much that is interesting to say about 
the sexual problems of men and women in prison. 
It is too bad that legislators never read what a man 
like this says about the problems of penology; they 
might some day pass some saner and more helpful 
laws. —Watter C. Atvarez, M.D. 


Physiology of the Eye. By Francis Heed Adler, M.D., Pp. 
694 with 319 illus. Price, $12.00. The C. V. Mosby 
Company, St. Louis, 1950. 


This is an excellent book that will remain the 
authority on this subject. Probably it is of limited 
value to the general practitioner. 

—Avsert Lemoine, Jr., M.D. 


by William B. Terhune, M.D. 


Medical Director, Silver Hill 
Foundation, New Canaan, 


{or everyone who practices medicine... 


The Integration of Psychiatry and Medicine 


An Orientation for Physicians 


As one authority has put it, possibly a third of the practi- 


tioner’s cases suffer from pure neurosis or psychosis. In the light 
of this important fact, and realizing that all such cases cannot be 
referred to a psychiatrist, Dr. Terhune has written a book for the 
physician to aid him in dealing with these cases. 


Conn.; Associate Clinical 
Professor of Psychiatry, 
Yale University. 


just 
released 


index 


Dr. Terhune defines the place of psychiatry in the everyday 
practice of medicine; but not content with mere definition, he 
goes on to make many detailed suggestions to the physician as 
they are covered in the following chapter titles: Comprehensive 
Medicine, Psychodynamics, Psychotherapy in General Practice, 
Physiologic Aspects of Psychiatry, Psychosomatic Medicine, The 
Psychosomatic History, Personal Mental Hygiene, The Ideals of 
175 pages Medical Practice. 


$2.75 This book deals with Comprehensive Medicine, a true syn- 
_— thesis of psychiatry and medicine that integrates and gives new 
meaning to those facts which the physician encounters in his 


daily practice. 


GRUNE & STRATTON, Ine. 381 Fourth Ave., New York 16, N.Y. 
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Essential Urology. By Fletcher H. Colby, M.D. Price, 
$8.00. The Williams and Wilkins Company, Baltimore, 
1950. 


As a fundamental foundation for the study of 
urology this is an excellent book, well written, and 
well illustrated. Diagrams, x-ray examples, photo- 
micrographs, and pictures amply illustrate the em- 
bryology, anatomy, and methods of diagnosis and 
treatment. It is evident that the writer knows his 
field well and is able to teach it to others. 

It should be pointed out that this book is in- 
tended primarily for the medical student and only 
the basic treatment of urologic conditions is de- 
scribed. The general practitioner will not find a 
great deal to help in treating the patient in the 
office. 

For the intern or resident contemplating urology 
as a specialty, this is a very good book, and it cer- 
tainly gives the medical student an excellent back- 
ground in urology. —Joe C. Mucu, M.D. 


Gynecology: The Teachings of John I. Brewer. By John I. 
Brewer, M.D., Professor of Obstetrics and Gynecology, 
Northwestern University Medical School, Chicago. Pp. 
437. Price, $7.50. Thos. Nelson & Sons, New York, 
1950. 


This is an attractive book, and one that would ap- 
pear to be of value for general practitioners as well 
as gynecologists. The book has the big advantage 
that, instead of taking up one disease entity after 
another, the troubles of patients with a certain 
symptom are discussed. For instance, there is the 
story of the woman with bleeding and pelvic pain 
but no tumor, and of the woman with pelvic pain 
without tumor and without abnormal bleeding. 
Tien there are women with dysmenorrhea, with 
dyspareunia, with leukorrhea and dysmenorrheal 
sterility, incontinence of urine, bearing down dis- 
comfort, and the menopause. We agree with Doc- 
tor Brewer that this is a good way of handling the 
subject. —Wa ter C. Atvarez, M.D. 


The Physical Basis of Mind: A Symposium. Edited by 
Peter Lasle.t. Pp. 79. The Macmillan Company, New 
York, 1950. 


This little book is a collection of talks originally 
delivered in a BBC radio program. The series was 
conceived and edited by a layman. The idea was 
to find what information we have as to what goes 
on in the body and brain when men and animals 
are thinking. There are chapters by Sir Charles 
Sherrington and E. D. Adrian, two of the greatest 
nerve physiologists who ever lived. There are others 
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by E. T. O. Slater, a fine psychiatrist, Wilder Pen- 
field, director of the great Neurological Institute 
in Montreal, and others. 

—Watter C. Atvarez, M.D. 


Regional Dermatologic Diagnosis. A Practical System of 
Dermatology for the Non-specialist. By Ervin Epstein, 
M.D. Pp. 328 with 148 illus. Price, $6.00. Lea & 
Febiger, Philadelphia, 1950. 


The Egyptians observed the skin and classified 
what they saw into healthy skin and diseased skin. 
Diseased skin was further classified as of the head, 
and of the rest of the body. Galen (130 to 200 
A. D.) proposed a classification of skin diseases as 
those of the hairy parts and those of the nonhairy 
parts. Sabouraud wrote a text, later translated into 
English. Nearly all large textbooks on skin disease 
have sections or paragraphs on favorite locations of 
the body for named skin ailments. 

Ervin Epstein has given the space of a book of 
300 pages to the same ideas. His thirty-one chapters 
list the areas of the body—scalp to nails. Under 
each heading he lists the skin diseases beginning 
with the most often encountered in that particular 
skin area. The fullest description of the disease is 
given under the most affected location. Shorter dis- 
sertations are found under secondary or less affected 
areas. Thus eczema is found as “inflammation” un- 
der practically all chapter headings. 

The illustrations are accredited to publications 
by Lea & Febiger by the authors, Armsby and 
Montgomery; Knowles, Corson and Decker; and 
Eller. These photographs are wonderful and make 
the text an iconography of the skin diseases fre- 
quently encountered. 

It is very difficult to evaluate this book for the 
physician in a busy office confronted with a patient 
presenting a skin problem. Let us say, the eruption 
of the patient is on the forehead. Is this sufficient 
information for the physician to utilize the text? 
Does he excuse himself and enter his sanctum 
sanctorum to consult Epstein? It appears the physi- 
cian must have more than third-year medical stu- 
dent dermatology to fully utilize the book. This 
text would enable a man to review his dermatology. 

Helpful appendices are given. Appendix A gives 
the twenty most common diseases encountered in 
office practice, and their most common location. 
Appendix B offers a short series of recommended 
external applications with their indications. Ap- 
pendix C lists the skin eruptions which accom- 
pany a few general diseases. 

—HeErMAN Goopman, M.D. 
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Anxiety and Autonomic Lability 


as the Basis of Functional Disorders 


Emotional response to the stress of life is the pri- 
mary source of illness in a steadily increasing num- 
ber of cases. Weiss and English’ estimate that as 
high as two-thirds of all patients have disorders 
due either entirely or in part to emotional factors 
and anxiety. Ebangh? refers to anxiety as “. . . the 
universal disease of our times’’. 

Complete examination discloses no organic basis 
for the symptoms in these cases, yet the clinical 
picture may mimic a true organic disease. 

The symptom-complex usually involves several or- 


gan systems.”** In such cases, the anxiety is chan- 
neled into organ dysfunction via the autonomic 
nervous system.?*** Some of the effects produced 
by exaggerated activity of a labile autonomic sys- 
tem are tabulated below. Many of these, it will be 
noted, are related to the symptoms which feature 
prominently in functional disorders. The symptoms 
in any one case are not necessarily limited to one 
organ system. Usually some are referable to sym- 
pathetic hypertonicity, others to parasympathetic 
hypertonicity. 


PARASYM- 
SYMPATHETIC SYMPTOMS OF 
ORGAN SYSTEM| HYPER. FUNCTIONAL | AUTONOMIC 
TONICITY TONICITY DISORDER 
Hypomotility Increased Salivation —o exhibits a clinica 
diagnosis of 
Rapid heart rat Palpitati Functional Disorder 
Reduced heart rate Sinus can be facilitated 
VASCULAR Premature systoles y use of the fo 
Slight rise in rca B.P. low in some; lowing indications 
blood pressure elevated in others 
ility: 
Variable Blood 
Dry nasopharyngeal | Increased nasophar- | Dry mouth and peti 
mucous yngeal secretion throat Temperature 
RESPIRATORY membrane Bronchial constric- Difficulty in Variations 
Bronchial tion breathing Changing 
: relaxation Laryngospasm Sighing respiration Pulse Rate 
in 
.M.R. 
Bladiler detrusor Bladder detrusor | Utinaty frequency | Exaggerated Cold 
GENITO. Sphincter contracted ; Pressure Reflex 
Sphincter relaxed vere. | Oculo-cardiac 
URINARY contracted U d Dysmenorrhea Reflex 
Ureter tone reter tone an Menstrual yn 
and motility motility increased ete ormalities 
y Glucose Tolerance 
Alterations 


Primarily, the patient visits his physician out of 
concern over his symptoms. At this point, he is 
either unaware of his basic emotional problem or 
ignores it. A complete examination will rule out 
organic disease and thus reassure the patient. Then, 
treatment is directed along two lines: First, relieve 
the patient of subjective distress by drug therapy.* 
He will then be more cooperative in discussing his 
emotional problems. Then, having uncovered the 
basic problem, guidance is given toward correcting 


This tabulation is based on data available in references 1 to 6 stated below. 


unhealthy situations and attitudes. 
*The fact that autonomic dysfunction plays a large 
part in mediating the disturbance suggests auto- 
nomic sedation. A number of independent studies 
indicate that this therapeutic approach is effective. 
78° The investigators used ergotamine tartrate (ad- 
renergic blockade), levo-alkaloids of belladonna 
(cholinergic blockade) and phenobarbital (central 
sedation) in the form of Bellergal tablets. The total 
effect is an integrated sedation of the entire A.N.S. 


1. WEISS, E., and ENGLISH, O.: Psychosomatic Medicine, ed. 2, Saunders 
Co., 1949. 2. EBAUGH, F. G.: Postgrad. Med. 4: 208, 1948. 3. WILLIAMS, andoz 


E. ¥. et al: J. Nat. M. A. 42: 32, 1950. 4. WOOLEY, L.: South. Med. & 

Surg. 102: 157, 1940. 5. KATZ, L. N., et al: Ann. Int. Med. 27: 261, 1947. 

6. KROGER. W. S. et ai: Am. J. Obst. & Gynec. 59: 328, 1950. 7. KARNOSH, b ticals 
L. J. and ZUCKER, E. Mi: A Handbook Of Psychiatry, Mosby Co., 1945. armaceulica 
8. HARRIS, L. J.: Canad. M. A. J. 58: 251, 1948. 9. SLAGLE. G. W:: J. 


Michigan M: Soc. 41: 119, 1942. 
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San Francisco Plays Host to a Terrific Assembly 


San Francisco fully justified its reputation as a 
gracious host the week of March 19 with a special 
serving of briskly cool weather, brilliant sunshine, 
and a most beautiful array of spring flowers for the 
1951 Scientific Assembly of the American Academy 
of General Practice. The Academy responded by 
inscribing a dramatic new page in medical meeting 
history. Despite world conditions and a wave of 
influenza epidemics, nearly 2,000 physicians were 
on hand to hear and acclaim a program keyed to 
the broadest concepts of general practice. During 
the four-day meeting, the total registration was Or. of Camden, 
4,222, including the doctors, the interns, residents, is president-elect of the Academy. 


A capacity crowd of 2,500 attended the first session of the Scientific Assembly in the Civic Auditorium. 


t 


ARNER 
: y 


4 
The Local Arrangements Committee held a luncheon meeting, 
Saturday, March 17. Seated at the main table are (left to 
right) Dr. T. E. Rardin, Chairman of the Program Committee; 
Mrs. Lawrence Custer, co-chairman of the Ladies’ Entertain- 
ment Committee; Dr. Stanley R. Truman, retiring president of 
the Academy; Dr. Ivan C. Heron, chairman of the Local Ar- 
rangements Committee; Mrs. Grant Ellis, chairman of the 
Ladies’ Entertainment Committee; Dr. Arch Walls, retiring 
chairman of the Board of Directors; and Dr. Francis Hodges, 
co-chairman of the Local Arrangements Committee. 


Before Sessions 


Right: Family doctors gather at the registration windows, 
Monday, March 19, when the Assembly meeting opened. 
Below: Even before the first session began, Assembly visitors 
crowded around the booths of the technical exhibitors. Many 
of the exhibits were integrated with portions of the lecture 
program. 


3.4 TICKET SALES 


Seated at the Speakers’ table, at the opening session of the Congress of Delegates, are (left to right) Dr. J. P. 
Sanders, Dr. Stanley R. Truman, Dr. J. S$. DeTar, Speaker R. B. Robins, Mr. Mac F. Cahal, Miss Helen Cobb, and 


Dr. Arch Walls. 


and students, the technical exhibitors, and the 
ladies. 

The program quickly spirited to a high interest 
level the first day, when a capacity audience of 
more than 2,500 attended the opening sessions of 
the Scientific Assembly. The climax was a panel 
discussion on “Counseling Factors in Family Life.” 
Interest in the subject was intense due to the time- 
liness and practicality of the subject and because it 
was discussed by representatives of the medical pro- 
fession as well as by authorities in the field of social 
problems. 

That evening everyone relaxed at a Radio Talent 
Show, produced by the R. J. Reynolds Tobacco 
Company especially for the members of the Acad- 


emy. The program was lively and fast-paced, with 
ail -humored quips aimed at the family doctor. In 
addition to the scheduled performers, Dick Powell's 
lovely movie star wife, June Allyson, made an un- 
expected appearance on the show. 

The following morning another capacity audi- 
ence assembled to hear a varied program covering 
many general aspects of medical practice. Two un- 
usual features stood out: the rising ovation given 
Dr. Walter C. Alvarez, GP’s editor, at the conclu- 
sion of his talk—an accolade seldom witnessed in 
medical meetings—and a special film on hand sur- 
gery prepared by Dr. L. D. Howard, Jr., for the 
Assembly. 

While the State Officers were holding their an- 


The first session of the Congress of Delegates met on Sunday, March 18, at the Palace Hotel. 
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“Counseling Factors in Family Life’ was the subject of a panel discus- 
sion on the first day of the Scientific Assembly, Monday, March 19. The 
participants in the discussion are (left to right) Dr. George T. Harding, 
Moderator; Dr. Nadina Kavinoky, Dr. Paul Popenoe, Dr. Evelyn Millis 
Duvall, Dr. William C. Menninger, Dr. Dorothy Baruch, and Dr. Stanley 
R. Truman. 


Opening Day 


nual luncheon and business session at noon on 
Tuesday, the ladies were entertained at the Fair- 
mont Hotel. A beautiful luncheon and fashion 
show, equal to the best of the Paris salons, were 
followed by the guest speaker, Dr. Evelyn Millis 
Duvall, who related some of the aspects of her work 
with the national Council on Family Relations. 

Wednesday's scientific program opened on a note 
of uncertainty. Word had circulated that the sched- 
uled speaker, Dr. Charles F. McKhann was ill and 
could not attend the meeting. In this emergency, 
his colleague, Dr. Robert Mercer, generously vol- 
unteered to take a night plane asin Cleveland to 
appear in Dr. McKhann’s place. Unanimous com- 
ment was, “No man should need to prepare a lec- 
ture, if he can do as well as this.” Dr. Mercer 
stayed to take part in the afternoon's symposium on 
“Functional Disorders in Medical Practice.” 

That same afternoon the ladies were taken on a 
trip around the City of the Golden Gate. Months 
ago the enormous flower-bed in front of the Con- 
servatory had been planted with varicolored blooms 
to simulate GP’s trademark. The ladies stopped to 
admire this gracious gesture of hospitality before 
going on to tea served by the daughters of local 
Academy members at the deYoung Museum. 

That evening the lobby of the loned old Palace 
Hotel took on in air of an earlier and more courtly 
day as more than 1,000 guests assembled in evening 
dress for the Academy’s Annual Banquet. The din- 
ner was a gourmet’s delight, complemented by a 


Dr. Stanley R. Truman, retiring 
president of the Academy, formally 
opened the 1951 Scientific Assembly. 


selection of California’s wines, chosen for the occa- 
sion by Dr. Marius Francoz, vice-chairman of the 
Banquet Committee. Following this epicurean dis- 
play, Dr. Ivan C. Heron, Toastmaster, introduced 
Dr. Stanley R. Truman. The guests arose in tribute 
to the man who had so ably guided the destiny of 
the Academy during the previous year. Dr. Truman 
then presented the olicial gavel to Dr. J. P. Sanders, 
the incoming president. A gold key, traditional gift 
to retiring presidents of the Academy, was tendered 
to Dr. Truman by Dr. Sanders as an expression of 
the esteem of the entire membership. 

The evening's speaker, Mr. Robert R. Gros, 
proved to be both witty and astute, and his con- 
clusions regarding “What of Tomorrow?” were suf- 
ficiently controversial to hold every guest’s atten- 
tion to the end. 

An indication of the prestige which the Acad- 
emy has acquired during the few short years since 
its inception, was the announcement at this ban- 
quet of two $1,000 awards which will be given an- 
nually to the two Academy members who have con- 
tributed the most significant scientific articles to 
be published in GP during the calendar year. Pre- 
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A panel discussion on “Functional Disorders in Medical Practice’ was held on Wednesday, March 21. Left to right 
are Dr. Walter C. Alvarez, Moderator; Dr. O. Spurgeon English, Dr. Richard Kern, Dr. Ralph Bowen, Dr. Robert 


Mercer, Dr. George Harding, and Dr. Stewart Wolf, Jr. 


sented by M & R Laboratories and to be known as 
the M & R Award, first presentations will be made 
at the 1952 Scientific Assembly. Announcement of 
this generous gesture was made by Dr. H. T. Jack- 
son, chairman of the special awards committee. 

The final scientific session of the meeting opened 
with a teaching period titled “Therapeutic Nug- 
gets”—consisting of five ten-minute lectures given 
by top-flight San Francisco physicians on subjects 
of problems commonly encountered in general prac- 
tice. Of equal interest was the closing lecture of 
the Assembly, an illustrated talk on “Essential Office 
Surgery” by Dr. Mims Gage. 

In his address at the opening session of the Assem- 
bly, Dr. John Cline, president-elect of the American 
Medical Association, stressed the fact that the Amer- 
ican Academy of General Practice is unique in its 
requirement of 150 hours of postgraduate study 
every three years for continued active membership. 
Frequent comment by attending members of the 
Academy clearly demonstrated their feeling that 
this new type of program, in both its immediate 
and long-range aspects, amply justifies credit given 
toward the requirement of 50 hours of formal post- 
graduate training to those who attend. This is due 
in large measure to the broad conception of the 
needs of the general practitioner and to the experi- 
enced organizational ability which Dr. Thomas 
Rardin brought to his assignment as chairman of 
the Committee on Scientific Assembly. 

This committee has undertaken two innovations 
in post-meeting planning. Bound volumes of “Pro- 
gram Notes,” containing outlines of all the lectures 
and scientific exhibits, will be prepared by the com- 
mittee so that every physician who attended can 
obtain a permanent record of the wealth of informa- 
tion which he heard and saw. To determine the re- 
action of the audience to this new approach to 
medical teaching, every physician was given a cri- 


tique sheet on which to record his reaction to the 
program. During the coming months, these will be 
carefully analyzed by the committee as a guide in 
developing the program for assemblies of subse- 
quent years. 

Many of the scientific exhibits were integrated 
with specific portions of the lecture program. The 
effectiveness of this technique was apparent in the 
large numbers of physicians who invaded the sci- 
entific exhibit aisles at the conclusion of each teach- 
ing session. 

The 148 technical exhibits (the largest number 
in Assembly history) provided the widest possible 
range of professional service information and ex- 
hibitors, without exception, expressed highest satis- 
faction with the courtesy and eager interest of the 
visiting doctors. Every intermission period found 
crowds in front of each display. 

The Academy's own exhibits attracted literally 
hundreds of physicians, stimulating many new 
membership applications and serving as a focal 
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Dr. John Cline (left), president-elect of the American Medical Asso- 
ciation, addressed the opening session of the Assembly. Dr. Ivan 


C. Heron (right) wel d Acad 


y members to the Assembly. 
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Tuesday 


Dr. Robert Wartenberg (left) discussed Bs 
"Office Neurology.” Dr. L. D. Howard, Jr., 
(right) discussed “The Injured Hand.” Dr. “ 
D. G. Miller, Jr., (below) presided at the 
Tuesday afternoon session. 


point for constant inquiries about Academy serv- 
ices and activities. The exhibit of the Permanent 
Building Fund, manned by Dr. John R. Fowler 
and his committee, produced a most encouraging 
degree and frequency of interest. 

The multifold problems of operating an organiza- 
tion as big and complex as the Academy received 
during the meeting the concentrated attention of 
the Congress of Delegates, the officers, and the 
Board of Directors during the business sessions held 
throughout the week. As the formal Transactions 
of the Congress of Delegates will be distributed to 
all members, no attempt will be made here to pre- 
sent a detailed review of all the problems con- 
sidered. Some of the highlights: It was shown that 


the Academy continues to operate on a sound, con- the programs for education and hospital integration. 
servative financial basis; steps were taken to develop Among the many actions taken by the Congress, "i 
s plans for stimulating membership growth without it adopted the portion of the report of the Reference 
sacrifice of high standards, and for advancement of Committee on Hospitals suggesting a new defini- 
tion of the general practitioner: . 


“A general practitioner is a legally qualified doc- 
tor of medicine who does not limit his practice to a 
particular field of medicine or surgery. In his gen- * 
eral capacity as family physician and medical ad- 


Below: A business session followed the Delegates’ Dinner, Tuesday, 
March 20. Dr. R. B. Robins presided at the meeting. Left to right 
are Dr. U. R. Bryner, Dr. D. G. Miller, Jr., Dr. J. P. Sanders, Dr. 
Stanley R. Truman, Mr. Mac F. Cahal, Dr. Robins, Dr. Arch Walls, 
and Dr. J. S. DeTar. 


Above: Dr. R. B. Robins, 
speaker of the Congress of 
Delegates’ 1951 session, 
passes the gavel to the 
newly elected speaker, Dr. 
J. S. DeTar. 
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viser, he may however devote particular attention 
to one or more special fields, recognizing at the 
same time the need for consulting with qualified 
specialists when the medical situation exceeds the 
capacity of his own training and experience.” 

At the business session which followed the Dele- 
gates’ Dinner on Tuesday night new officers of the 
Academy were elected. The Nominating Commit- 
tee presented its report to a Congress which was 
guided by a spirit of harmony and by a sincere 
resolve that the best interests of all members should 
be served. 


Dr. J. P. Sanders joins Bob 
Hawk, emcee at the R. 
J. Reynolds’ Radio Talent 
Show, in an evening of fun 
for the visiting family 
physicians. 


Left above: Dr. Stewart Wolf, Jr., spoke on “Emo- 
tional Forces and Bodily Behavior.” Both Dr. Wolf 
and Dr. O. Spurgeon English (right above) were also 
members of the Wednesday afternoon panel dis- 
cussion. Dr. English spoke on “Personality Growth 
and Development” in the afternoon session. 

At the speakers’ table, at the ladies’ [luncheon and 
fashion show (left) are Dr. Nadina Kavinoky, who 
participated in the Monday panel discussion; Mrs. 
Henry L. Gardner, chairman of the luncheon; Mrs. 
Grant Ellis, chairman of the Ladies’ Entertainment 
Committee; Dr. Evelyn Millis Duvall, guest speaker 
at the luncheon; and Mrs. Lawrence Custer, co- 
chairman of the Ladies’ Entertainment Committee. 


Entertainment 
and the Ladies 


x Dr. Norman R. Booher presided at the State Officers’ Luncheon, at the Rose Room of the Palace Hotel, Tuesday, March 20. 
A 
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Below: Dr. Stanley R. Truman, outgoing president, hands 


the gavel to Dr. J. P. Sanders, i ing president. 


Right: The Annual Ban- 
quet was held at the 
Garden Court of the 
Palace Hotel, Wednes- 
day, March 21. 


Family doctors boarded 
the romantic Lurline for 
a trip to Hawaii, the 
perfect vacation-land. 


Left: Members of the new Board of Directors are: 
(left to right) Dr. Arch Walls, Dr. Lester D. Bibler, 
Dr. W. B. Hildebrand, Dr. Murland F. Rigby, Dr. 
John R. Fowler, Dr. J. S. DeTar, Mr. Mac F. Cahal, 
Dr. J. P. Sanders, and (seated) Dr. U. R. Bryner, 
Dr. John R. Bender, Dr. Stanley R. Truman, Dr. 
R. B. Robins, Dr. Fred A. Humphrey, Dr. Merrill 
Shaw, and Dr. William A. Buecheler. 


Dr. R. B. Robins of Camden, Arkansas, was un- 
opposed for the office of president-elect. The popu- 
lar former Speaker of the Congress received a ris- 
ing vote of confidence and unanimous approval. 
Newly elected vice-president is Dr. Fred A. 
Humphrey of Fort Collins, Colorado. Elected to 
the Board of Directors were Drs. John R. Fowler 
of Spencer, Massachusetts; John R. Bender of Win- 
ston-Salem, North Carolina; and Murland F. Rigby 
of Rexburg, Idaho. Dr. J. S. DeTar of Milan, 
Michigan was chosen to succeed Dr. Robins as 
Speaker of the Congress of Delegates, with Dr. 
Norman R. Booher of Indianapolis, vice-speaker. 

So was rounded out the Academy’s most success- 
ful Annual Assembly—most successful in degree 


of interest, in progress of program planning, in un- 
varied high caliber of teaching staff, technical and 
scientific exhibits, and in increased impress of the 
Academy on the national medical scene. 

The 1952 Scientific Assembly will be held in 
Atlantic City, New Jersey, March 24-27. Three 
successful medical meetings in three successive years 
—from Coast to Coast. Artantic Crry 


The Assembly photographs were taken 
by the Moulin Studios, Son Francisco. 
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free flow 


outflow 
of bile 


CHOLATROPIN 


HYDROCHOLERETIC ANTISPASMODIC, LAKESIDE 


In hepatobiliary disorders CHOLATROPIN produces unimpeded irri- 
gation of the entire biliary tract by its dual action. Volume and 
fluidity of bile are increased by dehydrocholic acid. Homatropine 
relaxes the sphincter of Oddi and bile ducts to facilitate biliary 
drainage and prevent rise in intrabiliary pressure. 


In chronic cholecystitis, cholangitis, non-obstructive cholelithiasis, 
postoperative biliary dyskinesia and biliary stasis CHOLATROPIN 
provides rational and effective hydrocholeretic-antispasmodic 
therapy. In recommended dosage, despite its powerful spasmolytic 
action, CHOLATROPIN does not cause drying of the mouth or visual 
disturbances. 


CHOLATROPIN: Each sugar-coated tablet contains dehydrocholic acid 250 mg., and 
homatropine methylbromide 2.5 mg. In bottles of 100 and 500. Average dose: One 
tablet two or three times daily. 


» INC., MILWAUKEE 1, WISCONSIN 
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ou may prescribe "RAMSES” ft Vaginal Jelly 
with full confidence in its safety and 
effectiveness. No vaginal jelly available pro- 
vides a greater degree of spermicidal or barrier 
action than does “RAMSES” Vaginal Jelly. 


IMMOBILIZES 
SPERM IN hes 
FASTE: 
RECOGNIZED 

FOR CHEMICAL 
CONTRACEPTIVES. 


INGREDIENTS BY WEIGHT 


MONO. AURATE 
BORE ACID 1% 
ALCOHOL 5% 
PATENT PENDING 
NET WEIGHT 5 OUNCES 


MANUFACTURED BY 
JULIUS SCHMID, INC., 
NEW YORK,... ALY. 


Si= This immobilization time is measured by the 
Brown and Gamble technique, the only method accepted 
by the Advisory Committee on Contraceptives of the 
Council on Pharmacy and Chemistry of the American 
Medical Association for determining the sperm immobili- 
zation time of chemical contraceptives. 


gynecological 


423 West 55th Street, New York 19, N. Y. 
quality first since 1883 


~ fThe word "RAMSES" is a registered trademark of Julius Schmid, Inc. 
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1 was inducted into ofhce 
as your president during 
the San Francisco meeting. 
For this high honor | wisn 
to thank you. | gssure you 
that during mK “coming 
year, shall maké every et- 
tort within my power to do 
tnose things that will better 
the general practitioner, im- 
prove medical prestige, and 


in general, benefit the 
Academy. 

In assuming the office of 
president, I realize my in- 
adequacy along many lines. 
One of these is the fact 
that I know so few of you 
in the Academy. This is certainly a handicap 
which I see no way to overcome completely. I had 
the privilege of meeting many of you in San Fran- 
cisco, and discussed many problems regarding the 
good of the Academy. Later, I hope to meet more 
of you at your own state meeting. 

There is one theme that I would like to carry 
through during my term in office, and that is 
“Better Educated General Practitioners.” It occurs 
to me that if we are to stay on an equal footing 
with the specialists, then we must have an equiva- 
lent amount of training. The Academy has prepared 
partly for that in the 150 hours postgraduate train- 
ing required every three years for continued mem- 
bership in the Academy. This is an important step, 
but if we are to keep up the prestige we have 
already gained in our medical world, then we are 
probably not only going to have to keep up the 
150 hours, but do even more. We will never claim 
to be as well trained as the specialist in any one 
field, but our training should be so much broader 
in all the fields that we should never have to offer 
any apology for being “g. p’s.” Obviously; we cannot 
sit back and claim that we are just as good as the 


J. P. SANDERS, M.D., President 
American Academy of General Practice 


other man unless we have 
been willing to sacrifice the 
time, the effort, and the 
money to get the training. 
This factor alone will deter- 
mine whether or not we are 
go.ng to be accepted on an 
equal level with other men 
who have seen fit to go into 
a specialty field. 

In my opinion, we are 
going to have to use every 
facility at our command in 
diagnosing and __ treating 

disease. Therefore, we must 

expect to put out a consid- 

erable outlay of our own 
Amoney. in#, providing for 
these facilities. It has been proven that we can care 
for 85 per cent of the human ailments with as few 
of the diagnostic aids as are ordinarily carried in the 
doctor's bag. But the general practitioner must use 
the x-ray, laboratory, and all of the auxiliary facili- 
ties that are now considered good medical tech- 
nique. We must know how to use these aids, how 
to interpret the results, and how to handle the aver- 
age case. With these aids, we can probably treat up 
to 90 or 95 per cent of the cases that come under 
our care. We must be willing to discuss the results 
with other physicians. To be able to talk intelli- 
gently ‘with other'‘hiedical men about our patients 
is essential if we want their respect. 

This will require constant reading, constant at- 
tendance at medical meetings and conventions, and 
frequent attendance at postgraduate courses in 
order to learn the techniques and procedures in 
which we are less proficient. 

I have no pre-conceived ideas about how the 
Academy should be run. Actually, of course, the 
president has very litgle power so far as its actual 
administration, but during the coming year I hope 
to visit a great many of the state chapters and meet 
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TUBEX 


cartridges 
have 
these 
exclusive 
features 


e AMPUL CLOSURE 
LOCKED-IN 
DIAPHRAGM CAP 


e Prevents leakage 
cannot pop out 
or pull out 


Advantages of 


TUBEX 


SYRINGE 


® Ready for immediate use—no 
reconstitution, no transfer 
from vial to syringe. 


Convenient—foil-sealed, sterile 
needle accompanies each 
Tubex cartridge. 


® Safe—closed system... avoids 
contamination. 


® Only one syringe needed— 
easy to operate. 


® No syringe breakage. 
® Economical. 
® Ideal for emergency bag. 


Tubex Products Available: 


Antibiotics — All-purpose Lentopen®, 
Lentopen®, Wycillin® Suspension, 
Wycillin® 600 Suspension. 


Allergenic Extracts for diagnosis and 
treatment. 


Hormones— Testosterone, Wynestron* 
(estrone), Progesterone. 


Tetanus Antitoxin 


*Trade Mark 


Literature to physicians on request. 


Wyeth Wyeth Incorporated + Philadelphia 2, Pa. 
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you personally. I will attempt to answer any and 
all letters regarding the affairs of the Academy and 
to bring to our Board of Directors any and all 
information that you think they should pass on. 
The Academy is now in its fourth year of ex- 
istence. We are beginning to take our rightful place 


A GENERAL PRACTICE DEPARTMENT 


BY R. C. McELVAIN, M.D. 
Saint Louis, Missouri 


CuristiAN Hospitat of Saint Louis, Missouri, 
created a General Practice Department in its medi- 
cal staff organization on December 1, 1947. After 
this action was taken by the executive committee, 
it was unanimously approved and adopted by the 
complete active staff. For administrative purposes, 
all doctors who did not exclusively limit their work 
to a certain field were placed in this general prac- 
tice department. Through this department, the 
family doctors are assured full representation in all 
hospital affairs. 

The management of this hospital is delegated to 
a superintendent. A special advisory committee, 
made up of two representatives of the governing 
board and two from the active staff, advises and as- 
sists the superintendent. 

The active staff membership, as of January 1, 
1951, is made up of sixty-nine general practitioners 
and thirty-five specialists. In addition to the active 
staff, this hospital has a courtesy staff, which is in 
reality a “probationary or observation” staff. Each 
applicant for membership is, when accepted by the 
executive committee, placed on the courtesy staff for 
a period of one year. During this time his work 
and general deportment are closely observed and 
evaluated, and provide the basis for determining 
his acceptability for membership in the active staff, 
and for privileges he shall be granted. 

The executive committee is made up of nine 
members elected from the active staff. At the pres- 
ent time five members are general practitioners. All 
other standing and special committees also have 
representatives from the general practice group. 

In order to bring about closer liaison and co-ordi- 
nation between the medical staff and the govern- 
ing board of this hospital, the special advisory com- 
mittee was established. This committee is respon- 
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in medicine. It behooves every member, regardless 
of his location or his status, to try to improve the 
Academy and its membership. I solicit your help 
and advice in any way for the good of the general 
practitioner. 


—J. P. Sanpers, M.D. 


IN OPERATION 


sible for the over-all hospital policy and adminis- 
tration. 

Instead of a credentials committee, the staff of 
Christian Hospital has formed a professional rela- 
tions committee consisting of a representative from 
the following departments: General Practice, Gen- 
eral Surgery, Internal Medicine, Obstetrics, Gyne- 
cology, Orthopedics, Otolaryngology, Ophthalmol- 
ogy, Pathology, and Urology. In addition to the 
usual responsibilities of a credentials committee, the 
function of this committee is to supervise all work 
done in the clinical departments and make recom- 
mendations to the executive committee for the im- 
provement of service to the patient where and when 
it is needed. It includes the planning and super- 
vision of arrangements for consultation, and for pro- 
viding opportunities for additional training for the 
staff members. In general, it aids in the promotion 
of harmony and understanding among staff mem- 
bers, patients, consultants, hospital management, 
and personnel. 

The general practitioner may acquire privileges 
in all departments of the hospital and does any 
work therein for which he has proved himself qual- 
ified. His qualifications and work are evaluated by 
the professional relations committee, which advises 
the executive committee on individual appoint- 
ments, extent of privileges, and standards of qual- 
ity of services performed. 

Individual members of the staff desiring addi- 
tional training or experience are assigned a_pre- 
ceptor. The professional relations committee works 
out the details of this supervised training and ad- 
vises the executive committee of its recommenda- 
tions. This committee follows the progress of each 
member while under supervision, and determines 
when he is qualified for full staff privileges. 
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new! a superior, highly palatable 
sedative-antispasmodic 


elixir ‘ESKAPHEN B with BELLADONNA 


Elixir ‘Eskaphen B with Belladonna’ combines, in a light and de- 


lightfully flavored elixir: 


1. All the natural alkaloids of the time-proved antispasmodic: 


belladonna . . . to combat spasm. 


2. The mild, calming sedative: phenobarbital . . . to relieve ner- 
vous tension and reduce reflex excitability. 


3. Full therapeutic dosage of the virtually specific nutrient and re- 
storative: thiamine . .. to help rectify dietary deficiencies. 


You will find broad therapeutic application for elixir ‘Eskaphen B 
with Belladonna’ in the many spastic conditions of smooth muscle. 
It will be of particular value, however, in the treatment of spastic 
conditions of gastro-intestinal musculature. 


Formula: Each 5 cc. teaspoonful contains: natural belladonna 
alkaloids, 0.2 mg.; phenobarbital, 4 gr. (16 mg.); thiamine, 5 mg. 
(nearly three times the minimum daily requirement); alcohol, 15%. 
Available in 6 fl. oz. bottles. 


Smith, Kline & French Laboratories, Philadelphia 


“Eskaphen B’ T. M. Reg. U.S. Pat. Off. 
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The chief of each clinical department is respon- 
sible for the quality of the services in his depart- 
ment. Each department head is required to report 
to the professional relations committee on the physi- 
cian’s practice in the department. The chief of each 
department is selected by the executive committee, 
which has the final responsibility for the medical 
services in the hospital. 

General practitioners, with other members of the 
staff, are responsible for the training of residents, 
interns, and nurses. The general practitioners par- 
ticipate in such programs in accordance with their 
interests, experiences, and abilities. 

In my opinion the staff organization at Christian 
Hospital is providing many benefits to the public. 
Membership in the hospital staff gives the general 
practitioner a responsibility which inspires him to 


add to his knowledge, and to improve himself pro- 
fessionally. This results in increased confidence in 
the family physician by the public and assures the 
patient of the highest quality of medical care. 
When a specialist is needed, the patient has the 
benefit of his family physician and the specialist 
working together, which provides the patient with 
an added feeling of personal interest. 

A well-balanced hospital service requires close 
co-operation, harmony, and diligent effort by all 
sections of the active staff, and the public service 
offered cannot be complete and thorough without 
properly integrated general practitioners who are 
well trained and who maintain this training by 
continuance of postgraduate work through regular 
attendance at staff meetings, clinical pathologic con- 
ferences, and medical society meetings. 


“Boy, that’s rich, only appendicitis—! was worried it was something else.” 
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Vow ..for the treatment 


of ventricular arrhythmias 


BEFORE 


Lead II. Ventricular tachycardia persist- 
ing after six days of oral quinidine therapy 
(8 Gm. per day). 


Lead II. Normal sinus rhythm after oral 
Pronesty]l therapy. 


Effective in some patients with ventricular 
tachycardia who failed to respond to quinidine 


PRONE STY L Hydrochloride 


Squibb Procaine Amide Hydrochloride 
SQUIBB 


“*PRONESTYL’* IS A TRADEMARK OF SQUIBB & SONS 
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new product brief 


PRONESTY L Aydrochioride 


Squibb Procaine Amide Hydrochloride 
for the treatment of ventricular arrhythmias 


What is it? 


Pronestyl Hydrochloride is Squibb procaine amide 
hydrochloride. Structurally, Pronesty] differs from 
procaine only by the presence of the amide group- 
ing (.CO.NH.) in Pronestyl where procaine has the 
ester grouping (.CO.O.) 


How does it act? 


The action of Pronestyl is probably due to a direct 
depressant action on the ventricular muscle. In au- 
ricular arrhythmias, preliminary observations in- 
dicate that Pronestyl slows auricular rate but 
usually does not re-establish normal sinus rhythm. 
At present, Pronestyl is not recommended in the 
treatment of auricular arrhythmias 


When is it indicated? 


In conscious patients, for the treatment of ventric- 
ular arrhythmias. 


During anesthesia, to correct cardiac arrhythmias. 


What are its advantages in ventricular arrhythmias? 
As compared with quinidine: Unlike quinidine, no 
important toxic symptoms have been reported fol- 
lowing the use of Pronestyl orally. In therapeutic 
dosage, Pronestyl orally does not produce the nau- 
sea, vomiting, and diarrhea often caused by quini- 
dine. At high oral dosage, these symptoms may appear. 
Whereas intravenous administration of quinidine 
is hazardous and unpredictable, Pronestyl may be 
given intravenously with relative safety. 
Pronesty] has been found effective in some patients 
who failed to respond to quinidi 

As compared with procaine: For arrhythmias, pro- 
caine is used only in anesthetized patients because 
its dose in unanesthetized patients is too toxic for 
clinical use. Pronestyl can be used in conscious and 
anesthetized patients. 

Intravenously, Pronestyl is much less toxic than 
procaine. In the recommended intravenous dosage, 
Pronestyl! does not cause the central nervous system 
stimulation typical of procaine in conscious pa- 
tients. 

Procaine is unstable, being rapidly hydrolyzed in 
the pl to para inob ic acid and diethyl- 
aminoethanol. Pronestyl is not affected by the 
plasma procaine esterase, consequently it is much 
longer acting than procaine. 

Procaine is not used orally because of its instability 
in the organism; Pronestyl can be used orally and 
intravenously. 


What are its side effects? 


Oral administration of Pronestyl in doses of 3-6 
grams per day, for periods of time varying from 2 
days to 3 months, produced no toxic effects as evi- 


denced by studies of the blood count, urine, liver 
function, blood pressure, and electrocardiogram. 
Intravenous administration to patients without 
ventricular tachycardia produced only a moderate 
and transient hypotensive effect in about one-third 
of the subjects. However, during intravenous ad- 
ministration to patients with ventricular tachycar- 
dia, a striking hypotensive effect was almost invar- 
iably present. This disappeared concurrently with 
the establishment of a normal rhythm. Further 
studies are in progress to see whether the drug may 
be given intravenously over a period of time longer 
than five minutes so as to revert the ventricular 
tachycardia without causing hypotension. That 
this may be possible is indicated by the fact that 
some episodes of ventricular tachycardia have been 
successfully treated by oral administration without 
significant change in blood pressure. Electrocardio- 
graphic changes: prolongation of QRS and QT in- 
tervals and occasional] diminution in voltage of QRS 
and T waves have occurred. 


What is the dosage? 

IN CONSCIOUS PATIENTS 
For the treatment of ventricular tachycardia 
ORALLY: 1 Gm. followed by 0.5-1.0 Gm. every four 
to six hours as indicated. 
INTRAVENOUSLY: 200-1000 mg. (2 to 10 cc. Pro- 
nestyl Hydrochloride Solution). Caution—administer 
no more than 200 mg. (2 cc.) per minute. 
Hypotension may occur during intravenous use in 
conscious patients. As a precautionary measure, 
administer at a rate no greater than 200 mg. (2 cc.) 
per minute to a total of no more than 1 Gm. Elec- 
trocardiographic tracings should be made during 
injection so that injection may be discontinued 
when tachycardia is interrupted. Blood pressure 
recordings should be made frequently during injec- 
tion. If marked hypotension occurs, rate of injec- 
tion should be slowed or stopped. 
For the treatment of runs of ventricular extrasystoles 
ORALLY: 0.5 Gm. (2 capsules) every four to six 
hours as indicated. 


IN ANESTHESIA 
During anesthesia, to correct ventricular arrhythmias 
INTRAVENOUSLY: 100-500 mg. (1 to 5 ce. Pronestyl 
Hydrochloride Solution). Caution — administer no 
more than 200 mg. (2 cc.) per minute. 
How is it supplied? 


Pronestyl Hydrochloride Capsules, 0.25 Gm., bottles 
of 100 and 1000. 


Pronestyl Hydrochloride Solution, 100 mg. per cc., 


in 10 ce. vials. 


SQUIBB 
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LECTURES ON 


GENERAL PRACTICE 


BY D. G. MILLER, JR., M.D. 
Morgantown, Kentucky 


AT THE PRESENT TIME, I am giving lectures on 
general practice at two medical schools, the Univer- 
sity of Louisville, and Meharry Medical College at 
Nashville, Tennessee. At Louisville I am classed 
as a professorial lecturer in medicine, and consid- 
ered to be attached to the department of medicine. 
At Meharry I am rated as an assistant professor of 
preventive medicine and, although my work is not 
considered to be in the department of preventive 
medicine, this title was given to me so that I might 
more effectively present the general practice pro- 
gram to students. It is as important to assign an 
adequate title for the lecturers or instructors in 
general practice as for those in the specialties. 

This is only a brief summary of arrangements at 
Louisville at the present time. To begin with, the 
lectures in general practice were first conceived as 
being a series of lectures given by various physi- 
cians who engaged in the general practice of medi- 
cine, but who leaned toward one or the other of 
the specialties. At Louisville we found this was un- 
satisfactory, and eight hours were allotted to me the 
first year. Since then, this has been increased to 
sixteen hours, and the course has been made com- 
pulsory for the fourth-vear medical students. 

The University of Louisville has not established 
a separate section or department for general prac- 
tice. Eventually such a division will be established, 
but at the present time it is sufficiently difficult to 
obtain enough competent general practitioners to 
work in the hospital and the outpatient depart- 
ment. The faculty would like to have eight to 
twelve excellent general practitioners devote two or 
three hours a day, five or six days a week to teach- 
ing. It is my opinion that a practicing general 
practitioner can spend only one morning or one 
afternoon per week teaching, and cannot put in 
half a day or the major portion of half a day for 
five or six days and still continue to earn his living. 
Those of us who are interested in this program 
wish to make sure that the physicians selected to 
act as instructors in general practice are well-qual- 
ified general practitioners in active practice. We, 


in the American Academy of General Practice, are 
aware that the medical schools can obtain sufhcient 
full-time instructors to fill these positions, but in 
most cases such full-time men do not have the 
continued experience in actual practice which we 
believe is vital to qualify them to teach the sub- 
jects properly. 

A general plan has been proposed at the Univer- 
sity of Louisville to offer two- or three-year resi- 
dencies in general practice at a number of hos- 
pitals in the city, and to reorganize their outpatient 
departments somewhat as follows: Instead of a 
number of outpatient departments according to spe- 
cialties, there will be one large outpatient depart- 
ment that will take care of the patients. Eight to 
twelve general practitioners will be in charge of 
this outpatient department. When a patient is ad- 
mitted, regardless of his complaint, his history will 
be taken and he will be examined by a student or 
intern, under the supervision of a general prac- 
titioner. Under this arrangement, if the patient is 
found to have a primary cardiac complaint, the 
cardiologist will be called in immediately rather 
than referring the patient to the cardiology clinic 
and having him come back another day. 

The purpose is twofold: first, general practi- 
tioners have the opportunity to instruct students in 
the actual practice of examining and diagnosing 
patients; and second, it provides a complete exam- 
ination of the patient on the first visit. A portion 
of this plan is now in operation. As yet we do not 
know whether it can be fully developed. We do 
know that we have sufhcient full-time specialists on 
the staff to act as consultants whenever needed. 
We lack interested general practitioners, and must 
have greater participation by them if the plan is 
to be successful. 


P.H.S. Starts Survey of Health 
Resources 


At THE REQUEST of defense planners, U. S. 
Public Health Service has started a survey of 
health fields. Details have not been announced, 
but there are indicaticns the objective will be 
far-reaching, possibly an inventory of all health 
services (exclusive of VA and military). The 
findings are expected to show what is available 
in terms of facilities and manpower and what 
may be needed in the future under both emer- 
gency and normal conditions. As part of the 
project, P.H.S. already has underway a study of 
state and local health departments, directed par- 
ticularly toward their essential manpower re- 
quirements. 


the contraceptive unit for 


fastidious women 


Ortho White Kit contains: 
Ortho-Gynol)’ regular size tube 
Orthe-Creme, trial size tube 
Ortho-White diaphragm, 
in size prescribed (flat spring) 


Ortho-Gynol: Ricinoleic acid 0.75%, boric acid 
3.0%, oxyquinoline sulphate 0.25%, p-Diisobutyl- 


phenoxypolyethoxyethanol 1.0% 


Ortho-Creme: Ricinoleic 0.75%, boric acid 


2.0%, sodium lauryl sulphate 0.28%. 
ortho pharmaceutical corporation 
_raritan, new jersey 
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Can you provide BOTH— 
for that sore, irritated throat’?...... 


¢ 


Mikaling Non mercurial 
ideal for daity ust 


ALCOMOL 15% 4000 


THERAPEUTIC GARGLE 


Cépacol is widely prescribed and Mts may coud wen 


clarity at ordinary temperate 


¢ Sore throat associated with the : 
common cold and influenza 
Tonsillitis 
Pharyngitis 
Pre- and post-tonsillectomy 
Irritation from postnasal drip 


Alkaline, non-toxic . . . ideal for 
daily use as gargle or spray. 
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Ye @ Better penetrating and cleansing action is as- 


sured with Cépacol. Its lower surface tension (33 dynes/cm.) enables it to 
penetrate into the recesses and folds of the mucosa. . . to cleanse more 
deeply, more thoroughly. 


Ye ss @ Effective antibacterial cleansing can accom- 


pany this mechanical cleansing, too. Cépacol’s safer, more powerful anti- 
bacterial agent (Ceepryn ® Chloride) kills a wide range of oral bacteria 
within 15 seconds after contact, according to laboratory tests. 


And Cépacol has a decidedly pleasant taste 


THE PLEASANT, DOUBLE-CLEANSING ANTIBACTERIAL GARGLE 


NOW AVAILABLE .. . Cépacol Throat Lozenges! These convenient, 
pleasant-tasting lozenges, dissolved slowly in mouth, provide a soothing, 
analgesic solution to relieve the dryness and irritation of sore throat. 


CINCINNATI © U.S.A. 


GP @ April, 1951 


. 
i ee ” 
Seep-a-call’’) 
1828 


128 


Multiple Vitamin 


“. .. Deficiency diseases clinically evi- 
dent are usually associated with addi- 
tional tissue deficiencies of nutrients 
not yet clinically manifest.” (Jolliffe, 
Tisdall & Cannon: Clinical Nutrition, 
New York, Hoeber, 1950, p. 633-634.) 


Deficiencies 


R AG RAN 


THERAPEUTIC FORMULA VITAMIN CAPSULES SQUIBB 


—supplies all of the vitamins indicated 
in mixed vitamin therapy in the clini- 
cally proved, truly therapeutic “‘practi- 
cal formula’’* recommended by Jolliffe. 


Each Theragran Capsule 

gives your patient: 

Vitamin A 25,000 U.S.P. units 
Vitamin D ........ 1.000°U.S.P. units 
Thiamine hydrochloride .... 10 mg. 
Ribotlavin . 
Niacinamide 
Ascorbie acid 150 mg. 


Bottles of 30, 100, and 1000 


* Thiamine content raised to 10 mg. 


for true vitamin therapy... 


specify THERAGRAN®# 


NEWS FROM THE 


STATE CHAPTERS 


Tue Third Annual Meeting of the Oklahoma 
chapter will be held in Enid, April 16 and 17. 
Guest speakers include E. C. Reifenstein, Jr., M.D., 
Oklahoma City, Director of the Oklahoma Medical 
Research Institute and Hospital; Robert J. Crossen, 
M.D., St. Louis, Missouri, whose specialty is Ob- 
stetrics and Gynecology; Richard Sutton, Jr., M.D., 
Kansas City, Missouri, Chairman of the Depart- 
ment of Dermatology, University of Kansas Medi- 
cal Center; William H. Gordon, M.D., Lubbock, 
Texas, who specializes in Internal Medicine; and 
R. B. Robins, M.D., Camden, Arkansas, Speaker of 
the Congress of Delegates of the national Academy. 

Two other chapters have annual events sched- 


‘uled for this month. The Washington chapter 


will present its Spring Clinic Day April 6 at the 
University of Washington. Speakers include faculty 
members of the University. A question and answer 
period will be held following the lectures. Chair- 
man for the morning session is Russell R. deAlvarez, 
M.D., Professor and Executive Officer, Depart- 
ment of Obstetrics and Gynecology. Herbert S. 
Ripley, M.D., Professor and Executive Officer, De- 
partment of Psychiatry, is chairman of the after- 
noon’s program. 

April 10 and 11 in Indianapolis, the Indiana 
chapter will hold its Third Annual Scientific Ses- 
sion. A few of the subjects to be discussed are 
“Coronary Artery Disease,” “The Problem of Pul- 
monary Embolism,” “The Effect of Cortisone and 
ACTH on Acute Rheumatic Fever,” “Gynecology,” 
and “Problems in the Care of the Newborn.” 

In Durham, March 4, 5, and 6, the North 
Carolina chapter presented its Third Annual As- 
sembly. Dr. G. G. Dixon delivered the president's 
address. In addition to the scientific papers, ward 
rounds and discussion periods were featured. Ban- 
quet speaker was Dr. R. B. Robins. 

Dr. Walter Alvarez will be guest speaker at a 
meeting of the Arkansas chapter, April 22. 

On April 12 in Lincoln, the Nebraska chapter 
will hold a one-day meeting which will begin at 
9:00 “a.m. 

The University of Pittsburgh (Pennsylvania) 
School of Medicine and the Medical Center Hos- 
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pitals announce a residency for general practi- 
tioners beginning July 1. The residency consists of 
one year of hospital and outpatient work in the 
Medical Center Hospitals. Further information is 
obtainable from the Chairman of the Committee 
on Graduate Medical Education of the University. 

A five-day postgraduate course in “Cardiology” 
was presented March 5 to 9 by Emory University 
(Georgia) School of Medicine. 

A. postgraduate course for general practitioners 
will be presented by the American College of Chest 
Physicians and sponsored by the Milwaukee (Wis- 
consin) chapter of the Academy. The course, en- 
titled “Diseases of the Chest,” will be given four 
consecutive Wednesday afternoons during April at 
the auditorium of the Milwaukee Children’s Hos- 
pital. It will be presented in lecture, clinic, and 
demonstration form. 

“The Specialties as Applied to General Prac- 
tice” is the title of a continuation course being of- 
fered April 9 through April 14 by the University 
of Louisiana School of Medicine’s Division of 
Graduate Medicine. Dr. R. L. Pullen is chairman 
of the course which is a concise presentation of di- 
agnostic and therapeutic aids to the general prac- 
titioner. j 

April 4 is the date of the Spring Clinical Meet- 
ing of the Massachusetts chapter in Boston. 
Clinics will be conducted by Dr. Chester S. Keefer. 

At the St. Louis Medical Society Auditorium, 
January 23, the St. Louis (Missouri) chapter pre- 
sented a discussion oni “The Diagnosis and Treat- 
ment of Occlusive Arterial Diseases.” Dr. R. C. 
McElvain, president of the Missouri chapter, was 
a guest speaker at a meeting of the American Col- 
lege of Surgeons held the same day in St. Louis. 

Gynecology, Pediatric Urology, and Proctology 
were the subjects covered at a ‘postgraduate course 
presented by the Greater Kansas City chapter at 
the University of Kansas Medical Center, Jan- 
uary 18. 

A symposium on “Diagnosis of Acute Abdominal 
Conditions” was presented for the general practi- 
tioner during a sectional meeting of the American 
College of Surgeons held last month in Philadelphia. 

A charter was recently issued to the San Joaquin- 
Tuolumne-Calaveras (California) chapter. Presi- 
dent is Dr. James J. Heffernan, and secretary, Dr. 
John Blinn, Jr. 

Several groups have held meetings in the past 
few months. The Dallas and the Travis County 
(Texas) chapters met in January. 

Dr. Raymond McNealy, Professor of Surgery, 
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Multiple Vitamin 
Therapy 


“. .. Patients fare much better when 
[the deficiencies] are treated simul- 
taneously. ... Convalescence is delayed 
when one gives only one vitamin at a 
time...” (Spies & Butt in Duncan, G. 
G.: Diseases of Metabolism, ed. 2, 
Philadelphia, Saunders, 1947, p. 504.) 


THERAGRAN 


THERAPEUTIC FORMULA VITAMIN CAPSULES SQUIBB 


IEE: 


Each Theragran Capsule 

gives your patient: 

Vitamin A 25,000 U.S.P. units 
Vitamin D 1,000 U.S.P. units 
Thiamine hydrochloride ....10 mg. 
Riboflavin 

Niacinamide ... . 150 mg. 
Ascorbic 150 mg. 


Bottles of 30, 100, and 1000 


When you want truly therapeutic dosages~ 


seity THERAGRAN® 
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Ants in the 
Printer’s Plants 


Relaxation He Calls It! 


IN NEED of relaxation, our overworked Dr. Kerlin 
left for a vacation at his lodge, taking his two 
favorite great dames with him.—Ashland ( Miss.) 
Tidings. 


Say It Ain’t So, Doctor! 


Porspam—Mr. and Mrs. Wayne Hoffman, Mes- 
sena, are the parents of a daughter born Monday 
to Mr. and Mrs. Felix Levinson.—Syracuse (N.Y.) 
Post-Standard. 


And the Race Goes On 


Dr. Amos Reusser, Berne, Ind., pioneer coun- 
try physician, recently delivered his 4,000th child 
to a family living near Berne.—Prairie (Ind.) 
Farmer. 


Rebate 


Mr. anp Mrs. JETHRO BEELER are happy to 
report that their little daughter, Esther, is re- 
covering nicely after a surgical operation. Dr. 
Wiggins returned Esther’s tonsils last Friday.— 
Wellington County (Pa.) News. 


Probably a Plastic Surgeon 


Dr. Hatse E. Kress reported to police that his 
home was burglarized Sunday night. A lawn 
sprinkler, trimming shears and a section of nose 
were taken.—Anniston (Calif.) Gazette. 


Northwestern University, was guest speaker at a 
recent meeting of the Lincoln Park (Illinois) 
chapter. 

On February 8, the Brooklyn (New York) chap- 
ter held a meeting. 

The Sonoma County (California) chapter met 
recently in Santa Rosa. Dr. Clifford Carlson was a 
guest speaker. 

Dr. Lunette I. Powers, a charter member of the 
Michigan chapter, was recently named “Michigan’s 
Foremost Family Physician of 1950” by the State 
Medical Society. 

At a meeting held recently by the Alabama 
chapter, the following officers were elected: Presi- 
dent, A. S. Dix, M.D.; president-elect, A. F. Wil- 
kerson, Jr., M.D.; and vice-presidents, George W. 
Newburn, Jr., M.D., John E. Foster, M.D., Greene 
Smith, M.D., and William B. Virgin, M.D. 

Dr. John J. Clancy was elected president of the 
Hartford County (Connecticut) chapter at a meet- 
ing held recently in Hartford. Other officers include 
president-elect, Dr. William H. Pomeroy; secretary, 
Dr. Mario P. Rocco; and treasurer, Dr. John A. 
DePasquale. 

Albany County (New York) chapter also held 
election of officers. Dr. Michael A. Blase succeeds 
Dr. William L. Gould as president. Dr. John 
Mosher is vice-president, and Dr. Robert L. Mc- 
Dowell, secretary-treasurer. 

The Georgia chapter's new officers are: Presi- 
dent, W. W. Daniel, M.D.; vice-president, J. B. 
Kay, M.D.; and secretary-treasurer, Albert R. Bush, 
M.D. 

The Montana Medical Association presented 
its Fourth Annual Interim Session March 16 and 
17 in Helena. 

The Pennsylvania Academy of General Prac- 
tice will hold its Annual Convention, May 25 to 27, 
at Bedford, Pennsylvania. The speakers will be 
Roger Scott, Cleveland; Philip Thorek, Chicago; 
and Charles Bailey and William Jeffers, Phila- 
delphia. 

The Kansas Chapter will meet April 15, at the 
Broadview Hotel in Wichita. At the scientific sec- 
tion, Frank H. Kidd, Jr., M.D., of Dallas, will dis- 
cuss “Nutrition in the Surgical Patient” and “Peri- 
tonitis.” E. W. Crow, M.D., will be moderator and 
A. A. Bacon, M.D., H. S. Bowman, M.D., J. G. 
Kendrick, M.D., C. J. Kurth, M.D., and J. W. 
Warren, M.D., will participate in a symposium on 
“Backache.” Cyrus W. Anderson, of Denver, will 
discuss “Problems of the General Practitioner” at 
the evening banquet. 
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herever 


there are babies... 


Au over America, the use of Lactum and Dalactum is steadily 
growing because of physicians’ acceptance. 

These evaporated milk and Dextri-Maltose® formulas pro- 
vide ample milk protein of high quality, easily assimilated 
carbohydrates, and appropriate butterfat content. 

Lactum is a whole milk formula; Dalactum, a low fat formula. 

Lactum and Dalactum formulas are simple to prepare, re- 
quiring only the addition of water. 

Because their convenience is linked with nutritional sound- 
ness, Lactum and Dalactum are prepared formulas of choice. 


LACTUM 


MEAD JOHNSON & CO. 
EVANSVILLE 21,1I1ND., U.S.A. 


Jonnsow & 
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For four decades, the use of cow’s 
milk, water and Dextri-Maltose® 
formulas has enjoyed wide pedi- 
atric acceptance. And _ successful 
clinical results attest the sound- 


ness of these formulas. 


Macetrom whole mil mitkand 


FORMULA FOR INFANTS 


Mzap Jounson & Mean Jounson & 


Lactum and Dalactum are prepared for use simply by adding water. 


F or optimum nutrition of infants 


Lactum is an evaporated whole _Dalactum is a low fat formula 
milk and Dextri-Maltose designed for premature and 
formula designed for full term full term infants with poor fat 
infants. tolerance. 


Both Lactum and Dalactum are generous in protein, 
for optimum growth and development. 


MEAD JOHNSON & CO. 
EVANSVILLE 21,I1IND., U.S.A. 
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NEW COUNCIL FOR DEFENSE DEPARTMENT MEDICAL AFFAIRS 


DerenseE SecreTary has announced 
formation of a new Armed Forces Medical Policy 
Council to replace Defense Department's Office of 
Medical Services and assume its functions. Dr. 
Richard L. Meiling, director of the Office of Med- 
ical Services, is chairman of the new Council, 
whose other members are the three Surgeons Gen- 
eral (Army, Navy, and Air Force) and_ three 
civilian authorities in medical and health fields 
who have not yet been announced by Secretary 
Marshall. 

The announcement from Secretary Marshall said 
the Council will “develop and establish uniform or 
joint programs for Army, Navy, and Air Force, in- 
cluding joint utilization and cross-servicing of fa- 
cilities; review medical phases of budget estimates 


and legal proposals; initiate programs for standard- 
ization of various technical activities of the serv- 
ices; represent the Secretary in dealing with other 
governmental and nongovernmental agencies; de- 
velop close co-operation and mutual understanding 
between civilian and military medicine and the 
allied professions.” 

At the same time, Secretary Marshall abolished 
the Armed Forces Medical Advisory Committee, di- 
recting that the Council take over its functions, in- 
cluding advising the Secretary on the total number 
of medical reservists to be called at any one time. 
Also discontinued is the Military Medical Advisory 
Committee (military and P.H.S. Surgeons General 
and medical director of VA) which had advised 
Dr. Meiling.—From Capitol Clinic, January 9, 1951. 


LESS CONTROL REQUIRED... 


In Chronic Urinary Infections 


UROLITHIA 


Reg. U.S. Pat. Of. 


Improved Methenamine Urinary Antiseptic 


Nontoxic—up to 120 grains methenamine daily may be given without 


gastric upset 


! No need for additional acidification 


& Prompt 


antibacterial action ! Palatable 


Especially valuable for geriatric patients with urinary retention due 
to cystocele or prostatic enlargement, and for ambulatory patients 
with borderline or low-grade chronic infections. 


pose: 10 cc. in cup of warm water q.i.d., Y2 hour before meals 


and on retiring. 


Samples and literature on request 
COBBE PHARMACEUTICAL DIVISION 


Borcherat MALT EXTRACT COMPANY 


217 N. WOLCOTT AVENUE, CHICAGO 12, ILLINOIS 
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ACNE 
THERAPY 


FOR OILY SKIN IN 3 SKIN-BLENDING 
SHADES 


Combines cosmetic appeal with clin- 
ical efficacy. 
Astringent-Protective-Hypo-Allergenic 
Entirely free from oils, fats or waxes. 
MARCELLE provides a superior vehi- 
cle for the treatment of acne, without 
sacrificing esthetic appeal. Masks 
unsightly lesions and helps banish 
“complexion consciousness.” 


On your prescriptions you can specify 
resorcinol and sulfur, with Marcelle 
Foundation Lotion for Oily Skin as the 
stable, grease-free base. 2 oz. bottles 
in light, medium and dark skin-tints. 


MARCELLE COSMETICS, INC. 
1741 N. Western Ave. 
Chicago 47, III. 
Write for 
professional samples 


HYPO ALLERGENIC 


COSMETICS 


SAFE COSMETICS 
FOR SENSITIVE AND ALLERGIC SKINS 


a Provides for the first time, in a single 


injectable dosage form, Desoxycor- 
ticosterone in Aqueous Suspension 
with Vitamin C. You administer 
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In the selection of an antibiotic 
for LRINARY ANTISEPSIS 


high urimary levels 
rapidly achieved area critica 


and easily maintained \ 


ram in the urine foll 
amy 


This newest of the broad-spectrum antibiotics 


= 4 is stable and active in the urine. High levels are 
700 | rapidly achieved and easily maintained by oral 
600 administration. Within one-half hour after a . 
single 2 Gm. dose, detectable amounts have ap- 
500 peared in the urine,’ and a single 0.5 Gm. dose 
E 400 has been shown to produce high concentrations 
lasting twenty-four hours.? When multiple doses 
300 are given, continuous urinary concentrations 
200 of Terramycin in the range of 300-400 meg. /ml. 
are obtained, as shown in the accompanying 
100 chart. 


O These observations are given added significance 
0 6 12 #18 24 32 48 HOURS by the highly satisfactory clinical experience 


and the prompt response obtained with Terra- 


mycin in a wide range of infections of the uri- 


1. Schoenbach, E. B.; Bryer, 


M. S., and Long, P, H.: Ann, nary tract. 
New York Acad. Se, 53:245 
(Sept. 15) 1950. 


Supplied; 250 mg. capsules, bottles of 16 and 100; 


2. Welch, H.; Hendricks, F. D.; 


(seat 100 mg. capsules, bottles of 25 and 100; 
9 
50 mg. capsules, bottles of 25 and 100. 


3. Welch, H.: Ann. New York 
Acad. Sc. 53:253 (Sept. 15) 
1950. 


Antibiotic Division CHAS. PFIZER & CO. INC. Brooklyn 6. N.Y. 


April, 1951 
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and Amino Acids for 


supplemental therapy 


by Lincoln to assure labeled 


potency at time of use 
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BEVIPLEX WITH C 
High potency B-complex with 
Vitamin C. When restored with 
— diluent (20 cc.), vial contains: 
wit chloride 
Riboflavin. . 
Niacinamide 
Pyridoxine Hydro- 
chloride 
Pantothenic Acid... 
Ascorbic Acid 
Indications: Chronic fatigue; severe vitamin depletion, particularly 
where prompt absorption of thiamine, riboflavin, niacinamide and 
Vitamin C is desired. Pre- and post-operative care. 
Dosage: Intravenous or intramuscular. | or 2 cc. daily, or as required. 


LIVERPLEXIR WITH Bi2 
A Lyophilized product with 
Liver Extract 

Lyophilized Vitamin B factors 
with crystalline Vitamin 
and liver. When restored with 
diluent (20 cc.), vial contains: 
Thiamine Hydro- 


chloride 
wine | 
| 


. 300 mg. 
Riboflavin......... 30 mg. 
Pyridoxine Hydro- 

chloride 
Pantothenic Acid... 
Niacinamide. 
Vitamin 

(Crystalline)... 150 megm. 
Liver Injection, USP (at 

time of preparation). 30 units 
Indications: Chronic fatigue; severe vitamin depletion; pre- and 
post-operative care; macrocytic anemias, including nutritional ane- 
mia, sprue, pernicious anemia (following suitable dosages). 
Dosage: Intramuscular only. Prepare immediately before use. 1 or 
2 cc., two or three times weekly as indicated. 


* Vitamin preparations in the Lincoln Lyo- 
philized line are freeze-dried by a special process 
which extracts all the inert fluids and leaves 
active ingredients chemically unchanged. Re- 
sult: Lincoln’ Lyophilized products require no 
refrigeration, remain stable indefinitely under 
changing temperature conditions. And they pos- 
itively assure labeled potency at time of use. 

Each of the Lincoln Lyophilized products 
here is conveniently packaged with a twin con- 
tainer of sterile diluent. To prepare solution, 
cleanse cap of diluent’ vial with alcohol and 
withdraw diluent with sterile syringe. Inject 
fluid into powder after cleansing cap. Shake 
thoroughly for complete solution. 


SUPER BEVIPLEX 
High potency B-complex. 
When restored with diluent 
(20 cc.) vial contains: 
Thiamine Hydro- 

chloride .... 500 mg. 
Riboflavin......... 50 mg. 
Pyridoxine Hydro- 

chloride 
Niacinamide. . . 
Pantothenic 


Indications: Chronic fatigue; severe B-complex depletion, espe- 
cially where prompt absorption of thiamine, riboflavin and niacin- 
amide is desired. Also pre- and post-operative care. 

Dosage: Intravenous or intramuscular. | or 2 cc. daily, or as required. 


METHIOPLEX 


Lyophilized Vitamin B factors 
with Methionine and Choline. 
When restored with diluent 
(20 cc.), vial contains: 
Thiamine Hydro- 
chloride .1500 mg. 
Niacinamide._.... 1500 mg. 
Riboflavin......... 60 mg. 
Pyridoxine Hydro- 
chloride......... 60mg. 
Pantothenic Acid. 
di-Methionine ..... 750 mg. 
Choline Chloride .. 1500 mg. 
Benzyl Alcohol... .. 1% 
Gentisic Acid 
Ethanolamide 
(as preservative) 2.5% 
Indications: Chronic fatigue; pre- and post-operative care. High- 
level B-complex therapy to establish and maintain high nutritional 
level. As an adjunct in nutritional deficiency and alcoholism. 
Dosage: Intramuscular or intravenous. 1 or 2 cc. daily, or as re- 
quired. Caution: Inject slowly to prevent sensations of burning 
or nausea. 


Your Lincoln Detail Man can give you com- 
plete information on the convenience, economy 
and efficacy of the Lincoln Lyophilized Line. 


— \aboratories, 


ncoun incorporated 


Laboratory Park * Decatur, Illinois 
Lincoln of Texas Laboratories, Inc. * Houston, Texas 


Pacific Lincoln Laboratories, Inc. * Salinas, Calif. 
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For the many patients who require more than iron alone to show 
satisfactory progress in secondary anemia, Livitamin Capsules 
offer sound therapy. 


By correcting anorexia and faulty intestinal absorption, the 
vicious spiral so frequently responsible for anemia is broken. 


Supplying generous amounts of vitamin B,, together with iron 
and other factors of the B complex, Livitamin Capsules aid in 
maintaining the appetite and normal gastrointestinal function. 


Livitamin is well tolerated and may be given to children as well 
as to adults. This complete approach to hypochromic anemia pro- 
duces gratifying and prompt improvement in both the blood 
picture and clinical manifestations. Available also as Livitamin 
with Iron (in liquid form). 


THE S. E. MASSENGILL COMPANY 
Bristol, Tenn.-Va. 
NEW YORK + SAN FRANCISCO « KANSAS CITY 


Each capsule contains: 


Ferrous Sulfate........ . 
(equivalent to 25 mg. 
elemental iron) 

Thiamine Hydrochloride 

Riboflavin 


Calcium Pantothenate. . 
2 micrograms 
Available on prescription 
in all pharmacies. 
Write for sample and literature. 
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antibacterial action plus a 


@ greater solubility 


Gantrisin is a sulfonamide so soluble that 
there is no danger of renal blocking and 


no need for alkalinization. 


higher blood level 
Gantrisin not only produces a higher blood 


level but also provides a wider 
antibacterial spectrum. 


economy 


Gantrisin is far more economical than 
antibiotics and triple sulfonamides. 


less sensitization 


TABLETS QO Gantrisin is a single drug—not a mixture of 
AMPULS several sulfonamides—so that there is less 


likelihood of sensitization. 


GANTRISIN®—brand of sulfisoxazole 


(3,4-dimethyl-5-sulfanilamido-isoxazole) 


| HOFFMANN-LA ROCHE INC. 


Roche Park + Nutley 10 + New Jersey 
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the measure of a/good hemorrhoidal 


* 
ARNT US © HEMORRHOIDAL SUPPOSITORIES 


“WARNER 


‘ia Preferred and Prescribed by Physicians 
for more than half a Century. 


ANUSOL* HEMORRHOIDAL SUPPOSITORIES 
promptly and effectively relieve 


the pain and discomfort of the common 
anorectal disorders. 

ANUSOL* HEMORRHOIDAL SUPPOSITORIES 
do not contain narcotic or analgesic 

drugs which may mask mote serious 


anorectal disorders. 


For best results one ANUSOL* 
in the morning and at bedtime and 


immediately following each evacuation. 


* 
ARNT UO © HEMORRHOIDAL SUPPOSITORIES, individually 


“WARNER foil wrapped, are available in boxes of 6, 12 and 48. 
WILLIAM R. WARNER 
Division of Warner-Hudnut, Inc. 


*T.M. Reg. U.S. Pat. Off. NEW YORK LOS ANGELES ST. LOUIS 
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NEW high dosage 
liquid concentrate for 
greater convenience 


and flexibility in therapy 


HYOROCHLORIDE 


é the only broad-spectrum antibiotic 


avatlable in drop-dose potency 


provides: 200 mg. of Crystalline Terramycin Hydro- 
chloride per cc.; approximately 50 mg. in 
each 9 drops. 


i plus appeal of attractive cherry color and pleasing 
cherry-mint flavor. 


readily miscible with most foods, milk and fruit juices 


affords ease and simplicity of administration 
and permits a further simplification of dosage schedules 
in mild and severe infections, and with patients of all 
age and weight levels. 


Available at prescription pharmacies in 10 ce. bottles 
with specially calibrated dropper. 


Antibiotic Division CHAS. PFIZER & CO., INC., Brooklyn 6, N. Y. 


1941-+-A DECADE OF PROGRESS IN ANTIBIOTI THERAPY «© 1951 
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An Unusually Unresponsive Arthritis — 
Severely Painful, Recurrent ..... 


Consider gouty diathesis as the cause. ‘‘Chronic gouty arthritis may 
be confused with osteoarthritis, post-gonorrheal rheumatoid arthritis 
and adult rheumatoid arthritis.’’* 


Fortunately, there is a sure diagnostic test for gouty arthritis— 
gout should be suspected if “symptoms are relieved within 24 to 72 


hours by adequate doses of colchicine.’’* 


Specifically designed to meet the demands 


of gouty arthritis therapy— j SA 
‘McNeil’ 


TRADE MARK 


— provides colchicine (0.25 mg.) for its specific effect; sodium 


salicylate (0.3 Gm.) to combat pain in hyperuricemia; ascorbic acid 
(15 mg.) to replace vitamin C lost during salicylate therapy. 


IN ACUTE CASES— medical management includes 


CINBISAL is supplied in two tatiete Cutest (equivalent to colchicine 0.5 mg. 
bottles of 100 and 1000 tablets. and sodium salicylate 0.6 Gm.) every hour until pain 
(Engestic® coated green.) is relieved, unless gastrointestinal symptoms appear. 
Samples on request. (Eight to ten doses are usually sufficient.) 


TO PREVENT RECURRING ATTACKS— one or two 
tablets every four hours. 


McNEIL inc. Philadelphia 32, Pa. 


1. Comroe, B. I.: Arthritis and Allied Conditions, Philadelphia, 
Lea & Febiger, 1949, p. 734. 


2. Ibid, p. 735. 
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larger dose, for prompt, complete evacuation”, the 
nurse knows that, within an hour or so, it will pro- 
duce a response very much like that of an enema. 
Yet, when so used in cases of transient costive dis- 


ny B. Fleet Co., Inc. 


A Laxative for Judicious Therapy 
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Versatile Penicillin 


STABLE, CRYSTALLINE POTASSIUM PENICILLIN G 


by mouth: OralPenaceve tablets (50,0000r 
100,000 units) are rapidly absorbed, quickly 
create effective penicillin blood levels. 


by JUN: Potent penicillin G aerosol solu- 
tions can readily be prepared by dissolving 
PENALEV tablets in water or normal saline. 


soluble tablets crystalline 


Potassium Penicillin G 


by G.I. tract: Penacev tablets dissolve 
promptly in milk, fruit juices, or infant for- 
mulas, without appreciably changing their 
taste «+ PENALEV soluble tablets crystalline 
potassium penicillin G: 50,000 units in vials 
of 12, boxes of 24 and bottles of 100 - 100,000 
units in vials of 12 and bottles of 100. 


Sharp & Dohme, Philadelphia 1, Pa. 
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sulfa-sugracillin 


Sulfa-Sugracillin* flavored granules provide 
in a palatable form penicillin-sulfonamide 
combination for enhanced antibacterial action 
against a wide range of susceptible organisms. 
The presence of triple sulfonamides, mini- 
mizing the danger of crystalluria or renal 
damage associated with single sulfonamide 
therapy, affords another desirable feature in 
this new Upjohn preparation. 


Supplied in 60 cc. bottles, containing 1,200,000 
units Buffered Penicillin Powder with 3 Gm. 
Sulfonamides, for the preparation of a pleas- 
antly flavored suspension, providing in each 
5 cc. (one teaspoonful) 100,000 units penicillin 
G potassium and 0.25 Gm. total sulfonamides, 
comprising equal amounts of sulfadiazine, 
sulfamerazine, and sulfamethazine. 

*Trademark 


COMPANY. KALAMAZCO 99. 
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a may prescribe SULEsTREX with the assurance that 


science has yet to create a more effective estrogenic agent. 
h : Your patient may take SuLEsTREx secure in the knowledge that 
e Carries on no matter how long or intense the therapy, SULESTREX 
will never taint her breath or perspiration. 
; ; In the tiny white uncoated tablets is a pure, stable, 
a right through the Menopause reproducible estrone salt. SULESTREX contains no other urinary 
- 7 constituents. The tablets are always odorless, tasteless. 
Perloff,! in a recent study of 58 standardized menopausal 
aaa oral estrogen therapy patients, found Sucaemas a “potent and effective oral estrogen * 
with an extremely low incidence of nausea.”’ Symptoms were 
that imparts controlled with a average of 2.1 mg. of SULEsTREx daily. 
Other clinical trials have also shown that response to the drug 
will be constant, predictable. Literature available on request. 
no odor, no taste, no aftertaste Su.estrex Piperazine Tablets, 0.75 and 1.5 mg., 
are at pharmacies everywhere. Abbott 


Laboratories, North Chicago, Illinois. Obbott 


1, Perloff, Wm. H., Treatment of the Menopause. II. In press. 


Piperazine Tablets 


TRADE MARK 


Painted by Laura Jean Allen (PIPERAZINE ESTRONE SULFATE, ABBOTT) 
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in hypogenitalism 


and 


primary amenorrhea 


*,.."Premarin’ given in a cyclic fashion for several months may bring about 


in the sexually undeveloped girl. 


‘de Estrogenic Substances (water-soluble) 
S PREVARI | also known as Conjugated Estrogens (equine) 
A l Tablets and Liquid 


Highly Effective + Well Tolerated * Naturally Occurring * Orally Active 


striking adolescent changes... 


Ayerst, McKenna & Harrison Limited - 22 East 40th Street, New York 16, N. Y. 
*Hamblen, E. C.: North Carolina M. J. 7:533 (Oct.) 1946 
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A MORE 
ADEQUATE 

APPROACH TO 
MENOPAUSAL THERAPY 


TRANSIBARB Capsules provide three- 
fold, symptomatic relief in the manage- 
ment of the menopausal patient . . . adequate 
sedation . . . cerebral stimulation . . . control of vaso- 
motor instability. 


TRANSIBARB takes full advantage of the increasing use of a central 
nervous system stimulant combined with effective proportions of seda- 
tive medication. In addition, vitamin E is employed in the formula for 

its demonstrated efficacy in menopausal therapy. 


In geriatrics, too, TRANSIBARB tends to minimize nervous appre- 
hension in debilitated and mentally depressed patients. 


Each TRANSIBARB Capsule contains phenobarbital, (Warning: 
May be habit forming), 14 gr., d-desoxyephedrine HC1., 2.5 mg., 
and vitamin E (dl-alpha tocopheryl acetate), 5 mg. 


DOSAGE: One capsule, an hour after breakfast; one capsule, 
an hour after lunch. In exceptional cases, a third capsule may 
be given, if required, an hour after the evening meal. 


TRANSIBARB 


TRADEMARK 


Sedative—Sympathomimetic 


SUPPLIED: Bottles of 500 and 1000 capsules, 
at all drug stores. 


Literature and 
samples to 
pbysicians 


on request. 


George A. Breon« Company 


Pharmaceutical Chemists 


NEW YORK 18, N. Y. 
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PHARMACY 
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CHEMISTRY 


N20 Tasers + 025 Gm 


MANDELAMINE. 
DELA mg LO establish 


A “Then 


our properties, in particular, make 
a drug of 
choice whenever a diagnosis of 
urinary-tract infection has been made. 
MANDELAMINE has a wide thera- 
peutic range, it retains its potency 
(even against organisms which have 
become resistant to other drugs), and 
it is relatively safe and simple to use. 


Never are such properties more desir- 
able than in the treatment of cystitis. 
It is therefore not surprising to find 
MANDELAMINE used widely, and 
with excellent results, in this disease 
(cf. Lowsley, O. S., and Kirwin, T. J.: 
Clinical Urology. Baltimore, The 
Williams and Wilkins Company, 1944; 
vol. 2, p. 1178). 


and maintain 


urinary antisepsis 


& 


MANDELAMINE is also indicated in 
pyelitis, prostatitis, nonspecific ure- 
thritis, and infections associated with 
urinary calculi or neurogenic bladder, 
as well as for pre- and postoperative 
prophylaxis in urologic surgery. 


MANDELAMINE is available in 
bottles of 120, 500, and 1,000 enteric- 
coated tablets, through all prescription 
pharmacies. Literature and samples on 
request. 


NEPERA CHEMICAL CO., INC. 


NEPERA PARK, YONKERS 2, N. Y. 


*MANDELAMINE is the registered trademark of Nepera Chemical Co., Inc., for its brand of methenamine mandelate. 
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A Proved Therapeutic Resource for the 
Control of Nausea and Vomiting 


of Gastrointestinal Origin 


FEATURES: 


@ Physiologic—not 
pharmacologic—ac- 
tion 

@ Free of antihista- 
minics, barbiturates, 
narcotics, and stimu- 
lants 


@ Nontoxic——no dis- 
tressing side-effects 
@ Works quickly— 
often with a single 
dose 


@ Very agreeable 
taste 


@ Simple regimen 


EMETROL (Phosphorated Carbohydrate Solution) 
quickly inhibits the smooth-muscle contractions 

of the small intestine and the pars pylorica, involved 
in the vomiting mechanism.! A concomitant 
lowering of blood-sugar levels is believed to indicate 
that EMETROL helps restore the deranged carbo- 
hydrate metabolism often observed in emesis. 


Clinical experience? in 243 cases of nausea 

and vomiting, including 172 cases of epidemic 
vomiting, 43 cases of regurgitation in infants, 

17 cases of toxic vomiting, and 11 cases of 
motion sickness, has demonstrated the impressive 
efficacy of this novel therapeutic approach. 


EMETROL presents balanced amounts of levulose 

and dextrose in coacting association with ortho- 
phosphoric acid, stabilized at a physiologically 
adjusted hydrogen-ion concentration. It appears to 
provide the proper chemical environment for reducing 
hypermotility of the gut and promoting zymogen 
activation. 

supplied: Bottles of 3 fl.oz. and 16 fl.oz. 

1, Bradley, J. E.: Address before the Clinical Session, A.M. A., 


Washington, Dec. 6, 1949. 
2. Bradley, J. E.; et al.: J. Pediat. 38: 41 (Jan.) 1951. 
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( Janney ) KINNEY & COMPANY, Prescription Products, COLUMBUS, INDIANA 
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former “coughing” fratient 
after his physician prescribed the highly palatable, non-narcotic 
Robitussin: distinguished by its intense and prolonged 
action in increasing respiratory tract fluid, and by 
its ability to improve mood. 


(Glyceryl guaiacolate 100 mg., and desoxyephedrine 
hydrochloride 1 mg., in each 5 cc.) 


Robitussin’ 


is a product of A H. ROBINS CO., INC. 
RICHMOND 20, VA. 
Ethical Pharmaceuticals of Merit since 1878 
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centrate 


checkmating ANEMIAS... 


Mutually potentiating hemopoietic vitamin 
B,, and folic acid . . . hemoglobin-stimulating 
liver concentrate and iron...plus other 
nutrients essential to erythrocyte matura- 
tion and multiplication ... these make new 
Vi-Litron Therapeutic specific for more rapid 
and lasting improvement in macrocytic, 
mixed and nutritional anemias. 


VI-LITRON THERAPEUTIC 


EACH VI-LITRON THERAPEUTIC CAPSULE PROVIDES: 


Vitamin Bi2 10 mcg. 
\ Folic Acid 1 mg. 


Liver Concentrate 300 mg. 
Ferrous Sulphate 195 mg. 

V4 Ascorbic Acid (C) 50 mg. 
Thiamine HCI (B) 2 mg. 

Riboflavin (B2) 2 mg. 
Samples Pyridoxine HCI (Bg) 0.5 mg. 
Niacinamide 10 mg. 
d-Calcium Pantothenate 1 mg. 


U.S. VITAMIN CORPORATION 


Casimir Funk Laboratories, Inc. (affiliate) 
250 E. 43rd Street, New York 17, N. Y. 
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Recent clinical study’ 


shows 60% 


coronary mortality 


a 
PATIENTS =| 
ons 


SURVIVORS 


PATIENTS 


SURVIVORS 


Each METHCOLATE* tablet contains: 
Choline Bitartrate (Choline, 47%) 
dl-Methionine 


The lipotropic action of choline (present as potent 
choline bitartrate in METHCOLATE) is aug- 
mented in the body by the choline-producing 
ability of methionine. 


suppueD: Bottles of 100 and 1,000 coated tablets. 


REFERENCES: |. Morrison, L. M., and Gonzalez, W. F.: 
Am. Heart J. 39: 729 (1950). 2. Goldstein, M. R., and 
Rosalin, P. D.: Connecticut M. J. 9: 351 (1945). 3. Cayer, 
D., and Cornatzer, W. E.: South. M. J. 42: 669 (1949). 
4. Pomeranze, J., and Levine, V1: Rev. Gastroenterol. 16: 
771 (1949). 5. Editorial: J.A.M.A. 141: 392 (1949). 6. Mor- 
rison, L. M.; et al.: Am. J. M. Se. 216: 32 (1948). 7. Morri- 
son, L. M., and Johnson, K. D.: Am. Heart J. 39: 1 (1950). 


Literature on Request 
il, B. F. ASCHER & CO., INC. 
hical Medicinal 
Ethical Medicinals 
A KANSAS CITY, MISSOURI 
*Trademark of B. F. Ascher & Co., Inc. 


reduction 


MATERIAL— A total of 230 patients with proved 
coronary disease were studied (myocardial infarc- 
tion, coronary thrombosis). 


PROCEDURE—115 patients were treated with 
choline, while the remaining 115, used as controls, 


received only routine care. 


RESULTS— After a three-year period, the treated 
group had 104 survivors, the untreated control 
group only 88 (7 noncardiac deaths eliminated 
from both groups). There were 27 cardiac deaths 
in the untreated group, 11 cardiac deaths among 
those patients receiving lipotropic therapy—or a 
reduction in mortality of 60%. 


Whenever cholesterol is a trespasser... the 
efficient lipotropic agents, choline and me- 
thionine, act to remove intruding lipids 


from tissue 


. thus contributing to the correction of 
atherosclerosis and the fatty liver of cirrho- 


sis and diabetes mellitus” 


METHCOLATE 


helps fight fatty degeneration by mobili- 
zing lipids from their deposits and reducing 


excessive blood cholesterol. 
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© designed for use with the 
standard Welch Allyn 
battery handle 


Progressive doctors in- 
creasingly tend to standardize on 
Welch Allyn for their electrically 
illuminated diagnostic instrument 
needs. Here is one of the reasons 
why: 

Over 25 Welch Allyn instruments 


are immediately interchangeable 
on a single standard Welch Allyn 
battery handle. For both GP and 
specialist this practical, economical 
combination provides a high de- 
gree of convenience together with 
the utmost efficiency in diagnosis. 


WELCH ALLYN, Inc. 
AUBURN, N. Y. 
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The fever of measles, the pruritus of chickenpox or 
the sore throat of scarlet fever will find pleasant 


relief in Aspergum. 


For childhood’s pains and fevers, Aspergum is 
ideal—it is willingly accepted by the patient and it 


presents acetylsalicylic acid in a rapidly effective form. 


Aspergum is promoted ethically; is not advertised 


to the public. 


Each pleasantly flavored tablet of Aspergum contains 


3% grains of acetylsalicylic acid—a dosage form 


uniquely fitted to childhood requirements. 
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MUScie pala, 


|osting comfort—from 


i 


joint. aad muscle pain with its 
aecompanying spasm—can 


be. obtained by the 
topical application of ae 
Arthralgen eases pain by (a) metha- 
Arthralgen. | choline yasodilation; (b) methy! 
salicylate analgesia; {c) thymol, 
menthol rubefaction. 


Penetration for Prompt? Action 
A highly absorbable, washable base 


carries fhe active therapeutic prin- 
ciples quickly to the affected area 
for prompt relief action, 

Arthraigen offers the physician a 
valuable adjunctive topical analgesic 
for use in-a@ wide variety of condi- 
tions— the muscle joint and nerve pain 
of arthrifis, as well as sprains, lum- 

_ bage, synovitis, bursitis, neuritis and 
myositis. 


UNGUENT 


Available in 1-oz. 
collapsible tubes 
ond 8-o7. jars, 


LABORATORIES 
DIVISION NULAITION RESEARCH LABORATORIES, IN 
CHICAGO iT, ILLINOIS 


- 


The National Drug Company Philadelphia 44, Pa. 


more than half a century of service to the medical profession 


Benat Drops keep growing youngsters 


healthy—strong 


Benat Drops help infants and children to keep pace 
with rapid development. 

Benat Drops are a palatable nutritional Vitamin B 
supplement, especially rich in Vitamin B,>. 

Benat Drops are provided in a pleasant-tasting vehicle 
readily miscible with milk, formulae, fruit juices, 
cereals and other foods. 

Formula 


Each 0.6 cc. or 10 minims contain: 
Vitamin B,.—Crystalline. . . 25meg. 


d-Pantothenyl Alcohol « 
Alcohol . . . . 5% 


How Supplied: Bottles of 30 cc. (1 it ata ounce) with calibrated 
dropper. Benat containing Bz also available in Tablets and 
Injectosols. 


Kasdon, S. C. and Cornell, E. L.: Vitamin B Complex in Neonatal 
Feeding. Am. J. Obst. & Gynec. 56:853-860, 1948. 
Weezel, N. C.; Fargo, W. C.; Smith, 1. H. and Helikson, J.: Growth 

Failure in School Children as Associated with Vitamin Bz Deficiency 
—Response to Oral Therapy. Science 110:651-653, 1949. 
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outstanding relief of 
Pruritus 


with new synthetic 


(N-ethyl-o-crotonotoluide* ) 


non-sensitizing — “We have used EURAX in approximately 400 cases. . .. There was only one 
instance of sensitization.” 


longer-lasting — “Fifteen dermatologic entities were treated. . .. The antipruritic effect lasted 


approximately six hours after application in some instances and as long as twelve 
hours in others.” 


persistently effective —“... it seldom lost its effect after an initial amelioration. ...” 


non-toxic — “Because of its low sensitizing index and the absence of toxicity, the ointment 
seems to be particularly suitable for those cases where long-continued use is ex- 
pected.” 


cosmetically acceptable — “EURAX is odorless and non-staining . . . an elegant addition 
to our dermatologic therapy.” 


All quotations from paper presented before the 
144th Annual Meeting of the Medical Society of 
the State of New York, New York City, Section on 
Dermatology and Syphilology, May 12, 1950. 
Peck, S. M. and Michelfelder, T. J. New York 
State J. Med. 50:1934 (Aug. 15) 1950. 


Reprints and samples gladly sent on request. 


EURAX Cream (brand of Crotamiton) 


available in 10% concentration in a vanishing- 
cream base: tubes of 20 and 60 Gm. and 1 Ib. jars. 
*U.S. Pat. 2,505,681 


g GEIGY PHARMACEUTICALS, Dreision of Geigy Company, Ine. 
89-91 Barclay Street, New York 8, New York 
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DUAL- POSITION TABLE 


latest addition to 


Maxicon line! 


The Dual-Position Table is equipped with a 
“tip-up” top, permitting vertical and horizontal 
fluoroscopy in addition to the radiographic tech- 
nics normally employed with horizontal tables. 
The addition of this new member to the 
famous Maxicon line now puts at your disposal 
a more complete range of diagnostic x-ray 
apparatus. The popular component construction 
enables you to add unit by unit just as you need 
them — lets your x-ray facilities grow with your 
practice. Find out all about the remarkable 
flexibility of the Maxicon. Ask for literature on 
this new and unique table or the complete 
Maxicon line. Write General Electric X-Ray 
Corp., Dept. F-4, Milwaukee 14, Wisconsin. 


GENERAL ELECTRIC 
X-RAY CORPORATION 


GP @ Volume Ill, Number 4 


= 
= 
i 


Acne patients 


see rapid improvement 


with Acnomel 


Teen-age acne patients get back 
“jn the swing” when you R Acnomel, because .. . 
1. Acnomel’s cosmetic effectiveness 

hides the lesions. Your patient looks her 

best by day or night. 


2. Acnomel’s therapeutic effectiveness 
brings rapid improvement. 


In the Journal of the A.M.A. (142:715), Dexter reports 


on Acnomel’s cosmetic and therapeutic effectiveness: 


| 
Flesh-tinted Acnomel “matched the average skin, enabled | 
the patient to cover the lesions and thus 
prevented embarrassment” and psychological trauma. 


“Acne was either arrested or decidedly improved in all cases.” 


FormuLa: Resorcinol, 2%; and sulfur, 8%; in a stable, 
grease-free, flesh-tinted vehicle. 


Smith, Kline & French Laboratories, Philadelphia 


A lil ‘Acnomel’ T.M. Reg. U.S. Pat. Off. 


a significant advance, clinical and cosmetic, in acne therapy 


| 
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NUMOROIDAL SUPPOSITORIES 


Soothing the Hemorrhoidal Area... Analgesic, vasoconstrictive medication 
in contact with the entire hemorrhoidal zone is provided in Numoroidal 
Suppositories. The special emulsifying base mixes with the secretions to 
assure coverage of the rectal area. 


Convenient: Individually packed. No refrigeration necessary. 


Formula: ephedrine hydrochloride 0.22%; benzocaine 5.00%, in a special emulsifying base. 
Average weight of 1 suppository—1.8 Gm. 


Boxes of 12 


NUMOTIZINE, Inc., 900 North Franklin Street, Chicago 10, Illinois 


A Richer Source of Calcium 


CONTAINING THE NEW CALCIUM SALT— 
CALCIUM LEVULINATE—w/ VITAMINS 


% Richer in assimilable calcium (13.1%) 
* Chocolate flavored—No chalky taste 
%* Non-irritating—No side effects 
@ EACH TABLET CONTAINS © INDICATIONS 
Calcium Levulinat Tetany 
Vitamin B; (Thiamine) b Arthritis 


Skin Conditions 
Vitamin D (Steenbock) 250 U.S.P. Units Muscular Fatigue 


Bone Fractures 
® DOSAGE 
f; 
Prophylactic—1 tablet t.i.d. 


Therapeutic—2-3 tablets t.i.d. 


WILCO LABORATORIES 
800 N. Clark St. Chicago 10, Il. = 


4 Send for 

a sample and 
e literature 
Enclose 


WILCO 
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activity, orally, 
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Wr IN A BLOOD-BUILDING, 
APPETITE-BUILDING IRON TONIC! 


B,, activity of at least 12 micrograms of vitamin B,, 
per oz. as determined by microbiological assay. 


Iron (ferrous gluconate) in hematinic quantities. 


B complex vitamins well in excess of known mini- 
mum daily requirements. 


Pleasant tasting, too! 


CINCINNATI ¢ U.S.A Beta-Concemin ® 
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Now the Picker 15 MA “‘Meteor’’—the versatile 

quality x-ray unit in the low-priced field, comes 

with a newly designed, self-contained x-ray tubehead at 
no increase in price. 

This power-packed new head gives you greater 

radiographic speed, particularly for heavy body parts. It’s 

sleek and compact—easier to position, easier to handle. 

The radiographic detail with its 1.5 mm. focal spot 

is comparable to that of far more costly units. And you 

can use the new “Meteor” on your ordinary 

house current—it draws only 15 amperes. 

Now, more than ever, the pedigreed Picker “Meteor” 


offers peak value in low-priced x-ray units. For the 


story, call in your local Picker representative, or write us— 


Picker "Meteor’’ Picker X-Ray Corporation, 


combination x-ray apparatus 300 Fourth Avenue, New York City. 


There are Picker Service Depots and Sales 
Offices in principal cities of the U.S. and 
Canada: all alertly at your service in provid- 
ing X-ray apparatus, accessories, and supplies. 


15 MA “Meteor” $1495. 
60 MA “Meteor” 1995. 
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|D)osage’ 


of vitamins b and c 


Depletion of the critical water-soluble 
B complex and C vitamins occurs so 
commonly in the presence of physical 
pathology, as to make a presumption of 
nutritive impairment? almost axiomatic. 
Essential to normal cell metabolism and wound 
healing, these poorly-stored, readily-diffusible factors 
must be replenished — usually by massive dosage 
— if tissue rehabilitation® and return to health* are 
to be expedited. * Allbee with C ‘Robins’ provides this all-important 
“saturation dosage” in convenient capsule form. It incorporates 
the important B factors in 2 to 15 times daily requirements, plus 
250 mg. of vitamin C — the highest strength of ascorbic acid 
available today in a multi-vitamin capsule. Its prescription 
represents a sound contribution toward decisive recovery from 
disease, or toward pre- and post-operative nutritional support.! 


A. H. ROBINS CO., INC. - RICHMOND 20, VA. 


Ethical Pharmaceuticals of Merit since 1878 


FORMULA: Each Allbee with C capsule contains: 
Thiamine hydrochloride (B:) 
Riboflavin (Bz) 
Nicotinamide 
Calcium pantothenate 
Ascorbic acid (C) 


REFERENCES: 1. Coller, F. A. and DeWeese, M. S.: Preoperative and 
Postoperative Care, J.A.M.A., 141:641, 1949. 2. Jolliffe, N. and Smith, J. J.: 
Med. Clin. North America, 27:567, 1943. 3. Kruse, H. D.: Proc. Conf. 
Convalescent Care, New York Acad. Med., 1940. 
4. Spies, T. D.: Med. Clin. North America, 27:273, 1943. 
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announcing: ‘Resodec’ 


for sodium control 


not a diuretic! not a salt substitute! 


sodium sodium *Resodec’ 


Sodium imbalance causes edema | ‘Resodec’ restores sodium balance - 


What it is: ‘Resodec’ is a remarkable new substance* that has the ability 


to remove excess sodium from the contents of the intestinal tract and to 
carry it out of the body in the feces. 

What it does: ‘Resodec’ produces the approximate effect of halving 

the patient’s salt intake—thus assuring adequate sodium control, 

with a minimum of dietary restriction. 


For complete details, see professional literature—available upon request. 


the first positive means of achieving adequate sodium control 
in congestive heart failure 


Smith, Kline & French Laboratories, Philadelphia 


“Resodec’ Trademark *Polycarboxylic cation exchange compound 
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The cardinal objective in 
managing hypertension is to keep 
the blood pressure down and 
thus prevent or postpone the 
damage to the heart, brain, 


retina and kidney. 


Rutol provides the sustained, 
well tolerated vasodilative action 
of mannitol hexanitrate, the 
sedative action of phenobarbital 
and the prophylactic effect of 


10 mg. (1/6 gr. approx.) rutin!.? on capillary fragility with 

8 mg. (1/8 gr.) 

Mannitot HEXANITRATE . . . 16 mg. (1/4 gr.) 
Bottles of 100, 500 and 1000 tablets. 1, Griffith, J. Q., Jr., and Associates: Proc. Soc. 


Exper. Biol. & Med., 55-228, 1944. 
2. Shanno, R. L.: Amer. J. Med. Sci., 21/:539, 1946, 


bleeding tendency. 


ITMAN-LY OORE COMPANY 


PHARMACEUTICAL AND BIOLOGICAL CHEMISTS 
DIVISION OF ALLIED LABORATORIES INC., INDIANAPOLIS 6, INDIANA 
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The Dietary Road to Hypercholesterolemia and Atherosclerosis 


Abundant evidence, obtained both in the laboratory and 
in the clinic, links fats—and particularly cholesterol— 
with deposition of atheromatous plaques in artery walls. 


Clinical studies indicate that lipotropic agents such as 
choline! and inositol,'!25 supplementing dietary therapy, 
are useful in reducing excessive blood cholesterol levels. 


Combined Lipotropic Therapy, pleasant to take con- 
tinuously because of its unusual palatability, is provided 
in adequate dosage by 


W C O L 
1. Herrmann, G.R.: Texas State 


SYRUP OF CHOLINE AND INOSITOL Wyeth 
SUPPLIED: Bottles of | pint. 
H. :Amer.Heart).28:466, 


3. Felch, W.C., and Doiti, L. B.: 
Soe Sil Reprints of the above picture, suitable for framing, 


72:376, will be sent to physicians on request. 


Wyeth Incorporated, Phila. 2, Pa. 
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The “common cold” sufferer to whom everything tastes 
flatwill feel the difference of the effervescence of 
@ carhonated beverage. 


CARBONATED BEVERAGES 
> © tingle the jaded palate 
N @® provide a good pure source of fluids 
» © have appetite appeal 
When sparkling ssi beverages are intelligently consumed, 
appetites need not be lowered because these effervescent 
beverages pass quickly throughpthe digestive tract as well as 
providing a quick source of energy. 
If “force fluids” is your prescription for the ‘common cold’’ 


bottled carbonated beverages offer an easy way to get the 


patient’s cooperation. ; THE NATIONAL ASSOCIATION 
Pa OF THE BOTTLED 
SOFT DRINK INDUSTRY 


AMERICAN BOTTLERS OF CARBONATED BEVERAGES 
Washington 6, D. C. 
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save time for the Physician’ 


save money for the Patient’ 


When placed in the natural pocket between gum 
and cheek, Linguets dissolve at a rate closely 
approximating that of absorption of the hormone 
by the oral mucosa. The drug passes directly into 
the systemic circulation and initial inactivation in 
the gastrointestinal tract and the liver is avoided. 
The efficiency of Linguets is augmented by their 
unique design. Shaped to fit securely and com- 


Metandren 


LINGUETS 


methyltestosterone 
5 mg., white—10 yellow 


| | 
LICVIO 
e 
LINGUETS 
e hinyl estradiol 


0.5 mg., pink 
*For treating prostatic carcinoma only 


fortably into the buccal pocket, they do not pro- 
mote salivation and frequent swallowing. 

The use of Linguets thus makes possible satis- 
factory therapeutic response with low dosages. 
“Manifestly, this represents a great financial 
saving to the patient ...””' and “reduces the office 
load on the busy practicing physician.””? 2/1651» 


1. Escamilla, R. F.: Am. Practitioner 3:425, March, 1949 
> 


2. Lisser, H., et al.: Postgraduate Med. 8:393, November, 1950 


Lutocylol 


LINGUETS 


anhydrobydroxyprogesterone 
10 mg., yellow 


Percorten 


desoxycorticosterone acetate 
2 mg., green—5 mg., tan 


Ciba PHARMACEUTICAL PRODUCTS, INC., SUMMIT, N, J. 
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Veratrite, for routine use, is a reliable hypotensive agent without serious 
side-effects. Circulatory improvement, a gradual fall in blood pressure, and 
a new sense of well-being can be obtained without complicated dosage 
schedules or daily dosage adjustments. Economy—a point of importance 
in long-range therapy—is in savor of Veratrite in the management of 
the great majority of hypertensive patients. 

Supplied: Bottles of 100, 500, 1000 at prescription pharmacies every- 


where. 


LITERATURE AND SAMPLES ON REQUEST 


Each VERATRITE Tabule contains: 
Veratrum Viride 3 CRAW UNITS* 
Sodium Nitrite 

Phenobarbital 

Beginning Dose: 2 tabules t.i.d., 
after meals. 

*Biologically Standardized for toxicity 
by the Craw Daphnia Magna Assay, 


IRWIN, NEISLER & COMPANY DECATUR, ILLINOIS 


& 
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e \iabetes 
e Cardiovascular Diseases 


e Geriatrics 
e Restricted Mets 


Why Viterra is Specifically Indicated 


The minerals, trace elements and vitamins in VITERRA are now known to 
play both prophylactic and therapeutic roles in many specific conditions 
heretofore unidentified with nutritional deficiency. 


DIABETES—VITERRA provides zinc, magnesium, iron and cobalt 
which have recently been found to prolong the hypoglycemic action of 
insulin. VITERRA also makes available additional vitamins and minerals 
necessary to protect the diabetic against deficiency states caused by the 


restricted diet. 


CARDIOVASCULAR DISEASES—The minerals, trace elements and 
vitamins in VITERRA, besides exerting essential electrolyte actions, are 
structural components of the many enzyme systems which help control and 
maintain all metabolic and functional activities of the heart and itend vessels. 


GERIATRICS—Embrasive VITERRA therapy rapidly and effectively 
corrects and prevents the commonly encountered nutritional deficiency 
symptoms in the aged, caused by poor mastication, inefficient gastrointestinal 
function, restricted diet and food. fadism. 


RESTRICTED DIETS—To hasten convalescence and help maintain 
optimal well-being—especially during conditions requiring a restricted diet. 


11 Minerals and Trace Elements 
and 9 Vitamins in One Capsule 


Vitamin A. .5,000 USP Units 


0.15 mg. Vitamin D....500 USP Units 
CO SSS 213 mg. Thiamine HCl........ 3 mg. 
some 1 mg. Riboflavin............ 3 mg. 
Magnesium.......... 6 mg. Pyridoxine HCl..... 0.5 mg. 
Molybdenum....... 0.2 mg. Niacinamide......... 25 mg. 
Phosphorus........ 165 mg. Ascorbic Acid....... 50 mg. 
5 mg.  Pantothenate......... 5 mg. 
Er 1.2 mg. Tocopherols, Type IV..5 mg. 


@ ROERIG AND COMPANY 536 LAKE SHORE DRIVE, CHICAGO 11, ILL. 
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NOW—the new 6-TUBE SONOTONE POWERHOUSE 
brings hearing to the severely deafened 


Usable hearing—that is what the 
new Sonotone “966” will bring to 
three hard-of- 
hearing patients: (a) those whose 
losses are as high or higher than 80 deci- 
bels, who do not wear a hearing aid be- 
cause none now existing can help them; 
(b) those hearing aid users whose deaf- 
ners has progressed beyond the ability of 
their aids to help them; and (c) other 
uscrs who are inadequately served by their 
present equipment. 


classes of your 


Why is this true? Because the 6-tube cir- 
cuit provides fen times the power of the 
average hearing aid—the power needed 
for those whose residual hearing is so low 
that they had never hoped to hear again, 
power that reaches whatever useful hear- 
ing is left. 


SONOFACT #3 


An audiogram (1) ascertains whether a 
hearing aid is required at all; (2) deter- 
mines the type of instrument best suited 
to the patient’s requirements, to which 
ear it should be fitted, and whether air or 
bone conduction; (3) provides comparison 
with past and future graphs. 


NOT 3 BUT 6-TUBE POWERED 


Powerful as the “966” is, the power is 
controlled. This new aid is readily ad- 
justed to suit the individual. Extra loud 
sounds are modulated automatically. There 
is a tolerance control, an internal adjust- 
ment which gives a cut-off point beyond 
which further increase in volume is auto- 
matically limited. A bifocal control—ad- 
justed by the wearer of the instrument— 
reduces background noise. The Sonotone 
external microphone banishes the annoy- 
ing “sh-sh” of “clothes-rub.” 


The “966” is suitable for air and most 
particularly for bone conduction. Tell 
your severely deafened patients about this 
new way of coming back into the hearing 
world. 


A request on your prescription blank will 
bring detailed information on the remark- 
ably powerful Sonotone “966.” 


SONOTONE CORPORATION 


Box G-41 
Elmsford, N. Y. 
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in aqueous solution 


for better absorption 


Vitamin ACD Drops 


Advantages: 


Aqueous Solution—means 
faster and more efficient ab- 
sorption of the fat-soluble vi- 
tamins A and D. 


In conditions in which fat ab- 
sorption is impaired, such as 
diarrheas, celiac disease, he- 
patic and biliary disturbances, 
the value of an aqueous solu- 
tion is obvious. 


Mypoaltlergenic —all the 
component vitamins of Aqua- 
sperse are synthetic. Conse- 
quently it may be used where 
patients cannot tolerate nat- 
ural source vitamins. 


Pleasant flavor...no ob- 
jectionable odor — Aqua- 
sperse has an appealing, slight- 
ly citrus flavor and practically 
no odor. 


EACH 0.6 CC. CONTAINS: 


vitamin A 
vitamin D; 
ascorbic acid 


5000 U.S.P. Units 
1000 U.S.P. Units 


Note: The vitamin D; in Aquasperse is chemically identical and biologically 
equivalent to the vitamin D of cod liver oil. 


Acailable— In bottles of 15 cc. and 50 ce. (with calibrated dropper) 


WHITE LABORATORIES, INC., Pharmaceutical Manufacturers, Newark 7, N. J. 
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Whether or not the diverse etiology of tension may embrace 
emotional symptoms or smooth muscle spasm, HOMADONNA—the 
modern sedative-antispasmodic—has been formulated to meet 

the patient’s urgent need for prompt, safe relief. 

Prompt . . . because the spasmolytic agent of HOMADONNA has an 
action on gastric secretion and pyloric spasm comparable to atropine. 
Safe . . . because this antispasmodic, homatropine methylbromide 

is less than one thirtieth as toxic as atropine. Furthermore, 

in addition to allaying nervous tension, the sedative action 

of HOMADONNA serves to enhance its antispasmodic action. 

Your next case of pylorospasm, peptic ulcer, subacute gastritis, 
cardiospasm or spastic colitis will present a splendid opportunity to 
judge Homaponna in action. It is also suggested in the 

control and treatment of dysmenorrhea. 


SUPPLIED: 
HOmaDONNa Euxir Each creased tablet or fluidram (4 cc.) of pal- 


table elixir c 


in pint bottles. 


Phenobarbital .. . . Yagr. (16 mg.) 


Homatropine 
in bottles of 100, Methylbromide . 1/26 gr. (2.5 mg.) 


500 and 1000. 


HOMADONNA TABLETS 


HOMADONN 


VANPELT & BROWN, INC. Pharmaceutical Chemists RICHMOND, VIRGINIA 
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E... though Colonel Abner 
Doubleday of Cooperstown laid out 
the first baseball diamond in 1839, 
the “great American pastime’”’ got 
its real start in 1845 when the 
Knickerbocker Baseball Club of 
New York drew up the first code of 
rules for the game. 

The Knickerbockers played the 
first match game of record under 
these new rules at Hoboken, N. J. 
on June 19, 1846. Their opponent 
was a group of players calling them- 
selves ““The New York Nine.” The 
winner was to be the team who first 
scored 21 runs. In this game it re- 
quired only four innings for the 
New York Nine to do this and they 


won 23 to 1. 


CHURCH & DWIGHT CO., INC. 


10 Cedar Street . 
BUSINESS ESTABLISHED IN 1846) 


Tt was in this same year of 1846 
that Church and Dwight began their 
baking soda business. Our product, 
sodium bicarbonate is sold under 
two brand names, Arm & Hammer 
and Cow Brand Baking Soda. 

Sodium Bicarbonate aids the phy- 
sician in many ways. Arm & Ham- 
mer and Cow Brand are U.S.P. 
Bicarbonate of Soda and may be 
prescribed with confidence when- 
ever indicated. 

CHILDREN’S STORYBOOKS. 

We have a series of approved illus- 
trated storybooks for children. If 
you would like a free supply for 
your waiting room, just write to 
the address below. 


New York 5, N. Y. 
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ho pitals, and with leading hematologists 


In simple iron- 
deficiency anemias, 
Feosol Tablets are 
standard because they are 
not only easily tolerated but 
also remarkably effective. 


Feosol Tablets’ special coating assures 
timed disintegration in the acid medium of 
the stomach and upper duodenum where 
iron is best absorbed. That is one reason why they 
are standard in hospitals and with leading hematologists. 


Each Feosol Tablet contains 3 grains exsiccated ferrous sulfate, 
equivalent to approximately 5 grains crystalline ferrous sulfate. 


Smith, Kline & French Laboratories, Philadelphia 
‘Feosol’ T.M. Reg. U.S. Pat. Off. 
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NOW AVAILABLE IN 
THREE DOSAGE UNITS 


Veriloid is now avail- 
able in 3 tablet sizes— 
1 mg., 2 mg., and 3 mg. 
tablets. The larger tab- 
lets are especially useful 
after dosage needs 
have been established 
and are more econom- 
ical for the patient. 
Literature available on 
request. 


IN HYPERTENSION 


The patient with moderate hypertension, who constitutes the great 
bulk of hypertensives seen clinically, is the one that can benefit 
most from Veriloid. In his management, dosage is more simple, and 
the clinical response is as a rule excellent. 

By controlling hypertension in its earlier stages, much can be 
accomplished. Many organic changes directly related to a sustained 
elevation of blood pressure can be prevented, expanding the years 
of physical and mental usefulness of the patient. 

Veriloid—a distinctive, biologically standardized fraction of Vera- 
trum viride—exerts its well-defined hypotensive action without 
sacrifice of postural reflexes so important for comfortable living. 
The average dose of from 2.0 to 5.0 mg. four times daily after meals 
and at bedtime usually produces a significant, sustained reduction 
in arterial tension. For optimal results, dosage should be carefully 


adjusted to the needs and tolerance of the individual patient. 
*Trade Mark of Riker Laboratories, Inc. 


RIKER LABORATORIES, INC. - 8480 BEVERLY BOULEVARD, LOS ANGELES 48, CALIFORNIA 
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for keeping 
cardiacs 
edema-free 


Effective and well tolerated, Tablets MERCUHYDRIN with Ascor- 
bic Acid are unexcelled for diuretic maintenance therapy. 


Continuous administration of one or two Tablets MERCUHYDRIN 
with Ascorbic Acid daily—plus an occasional injection of 
MERCUHYDRIN Sodium—keep the average cardiac free of edema. 


Because “maximum absorption occurs relatively high in the gastro- 
intestinal tract (stomach and duodenum)”* Tablets MERCUHYDRIN 
with Ascorbic Acid are simple sugar-coated. Unlike poorly toler- 
ated oral mercurials—which require enteric coating — clinical 
experience has shown that these sugar-coated tablets produce 
dependable diuresis with minimal side effects. 


the simplest method of 
outpatient maintenance 


To secure the greatest efficacy and all the advantages of Tablets MERCU- 
HYDRIN with Ascorbic Acid, a three-week initial supply should be pre- 
scribed ... 25 to 50 tablets. Available in bottles of 100 simple sugar- 
coated tablets each containing meralluride 60 mg. (equivalent to 19.5 
mg. of mercury) and ascorbic acid 100 mg. 

*Overman, W. J.5 Gordon, W. H., and Burch, G. E.: Tracer Studies of the Urinary Excretion 


of Radioactive M y ing Administration of a Mercurial Diuretic, Circulation / :496, 
1950. 
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Mead Johnson & Company presents 


MULC 


6 essential vitamins in a water- 
dispersible emulsion of unexcelled 
flavor and physical qualities 


A PALATABLE EMULSION OF viTAMNS 
THIAMINE RIBOFLAVIN 
AND NIACINAMIBE 


CONTAINS ALCOHOL 5 PERCENT 
mpetsents Synthetic mtamm A 
4d USP copstatine 

DONE BEFORE USING REFRIGERATOR 


A refreshing orange flavor, neither too sweet 
nor too sour, and a texture of remarkable smooth- 
ness make Mulcin a vitamin supplement pleasing 
to patients. 

It is light and non-sticky, and flows readily 
from bottle to spoon. 

Children, adolescents and adults enjoy taking 
Mulcin directly from the spoon. For infants, the 
dose may be mixed with formula, fruit juice or 
water. 

Ingredients of quality, skilled formulation and 
meticulous manufacturing controls are combined 
to make Mulcin a product of pharmaceutical ele- 


gance and a distinguished new member of Mead’s 
EACH TEASPOON OF MULCIN SUPPLIES: vitamin family. 


Vitamin A . 
1.0mg. 


MEAD JOHNSON & CO. 
8.0mg. EVANSVILLE 21,IND., U.S.A. 
- 50mg. 


Riboflavin . 
Niacinamide 
Ascorbic Acid 


\ 
\ 
° 
\ 
\ 
: 
1 PINT (473 CC.) 
Available in 4 oz. and 16 oz. bottles i Nee 
“or 


